ROCKY GLEN SANATORIUM 
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When the sdenca of treatment Is first 
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Superintendent HesidenuS^Dlr^Jter 

A- A. TOMBAUGH, HJ) 

Hesidsnt Phystdan 

MBS. BWEHY A. FBHXtPS 
SocrefaTT 

_ _ Gradnote Hnrsei 

Beonainl Borronndlnjs HeasonoWe Bates 


McCONNELSVILtE. OHIO 

FOR THE MEDICAL AND SURGICAL 
TREATMENT OF TUBERCULOSIS 

LOI^ MABA, MJ>„ Medical Director 
677 N High SL, Columbus, Ohio 


The Pottenger Sanatorium and Clinic 


Write £or partfcnlon 

THE POTTENGER 
SANATORIUM 
AND CLINIC 

MOBBOVIA. CAUTOHNIA 


Fbr the diagnosis and treatment ai diseases of the longs and pleora, 
asthma and other allergic diseases, astbenlcs and others who require 
rest and supervised medical care An Ideal all-year location. 

The grounds surrounding the Sanatorium are beautifully parted and 
add much to the contentment and happiness of iiatlents. 

Close medical supervision. Hates reasonable. 

F M, POTTENGER, MJ) Madleal Dltactor 

I E. POTTENGKB, MJ) .____Aaft Medical Director & Chief ol I<ri»cfxi1o»T 

LEROY T PETERSEN, MJ), Aasb Physician & BoenlaenologUt 

F M, POTTENGER, Ir , MJ> Rsslslost PhysWctn 



Trvplcat Setting of the Administratton Budding A View of the Entrance of The Howard Foundation 


THE CALIFORNIA SANATORIUM 

BELMONT, CALIFORNIA 

Located in the well-known sunny belt of the Peninsula about thirty miles south 
of San Francisco Large park semi-tropical grounds, walks, 
espeaally laid out for graduated exercise 

Not too hot in summer — not too cold in winter 
Two physicians on duty day and night — Graduate nurses 
Dr Harry C Warren Medical Director 







ipiodol (Lafay) measures up to the high standard of per 
fection demanded by modern diagnostic procedures When 
a contrast medium is called for, it offers these advantages 
more than adequate radiopaaty for all needs, virtual free 
dom from tissue irritation, gradual ehmination by the 
organism, stabihty over long penods, and ready detection 
of decomposition if it should occur Containing 40 per -cent 
iodine in firm chemical union with poppyseed oil, Lipiodol 
faithfully demarcates the limits of the cavity into which it 
IS instilled Lipiodol is a valuable diagnostic aid, universally 
accepted for the visualization of many bronchopulmonary 
pathologic states 

E FOUGERA & CO , Inc., ^Ukllutiafii 75 Varick Street, New York, N Y 


Lfpiodol made In tbe 
USA and a\'aflab!e 
in 1 cc 2 cc 3 cc 
f cc and 10 cc am 
pulcj if accepted by 
the Council on Phar 
mac> and Cheminry of 
the American Medical 
Auociatioo 


iLaipa®i©®iL (LiFAy). 
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3105 CARPENTER AVENUE 


C h e n i k Hospital 


PHONE TOWNSEND 8 1025 


DETROIT MICHIGAN 


Anlnstitubon Designed for the Proper Core of Tuberculous Patients at Moderate Hates 

Thoroughly Equipped for the Medical and Surgical Treatment of the Tuberculous 

FEHDINAWD CHENIK Siiperinl 0 ndent 


PORTLAND OPEN AIR SANATORIUM 

MILWAUKIE, OREGON 





A thoroughly equipped instifufion for (he 
modem medical and surgical treatment of tu 
berculosis An especially constructed unit for 
thoracic surgery The most recent advances in 
pneumolysis applied to those cases demand 
mg this branch of intrathoracic surgery 

MODERATE RATES 

Descriptive Booklet on Request 
MEDICAL DIRECTORS 

Ralph C Matson, M.D , & Morr BisaiUon. MD 


THE A, L MUXS SURGERY" 


1004 Stevens Building 


Portland Oregon 


Southwestern 
Presbyterian Sanatorium 


ALBUQUERQUE, 
NEW MEXICO 


A well-equipped Scmcrtoriuni in the Heart of the 
Well Country. 

Write For Information and Rates 


MARYKNOLL SANATORIUM 


m, 










(MARYKNOU. SISTERS! 

MONROVIA, CALIFORNIA 

A sanalonum for the treatment of tubercu 
losis and other diseases of the lungs Lo- 
cated in the foolhiUs of the Sierra Madre 
Mountains Southern exposure Accommo- 
dations ore private, modem and com 
forfoble General core of patient Is condu 
cive to mental and physical well being 

SISTER MARY EDWARD Superinlondcnl 

E. W HAYES Modlcol Director 
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THE POWERS 
RAPID CHEST X-RAY 


which make the periodic chest x-ray examinations 
of large groups a practical and profitable investment 


PROTECTION OF THE INDIVIDUAL. Periodic x ray examina- 
fions of the chest cavity disclose the presence of lesions long 
before clinrcol symptoms appear Early treotment is favoroble to 
quicker recovery Suspected or active cases may be isolated— 
thus protecting co-workers or classmates 



CONSERVES VITAL MAN-HOURS. Our operators set up our 
equipment on your premises Only 10 minutes of subject's time 
required for preparation, recording data, and making exposure 
From 125 to 150 full size rodiographs, 14" x 17" are normal 
working accomplishments 

ECONOMICAL AND CONVENIENT. No investment in equip- 
ment necessary one cost covers our complete service of sup- 
plying diagnostically accurate radiogrophs for interpretation by 
your medical staff Each radiograph bears a permanent identifi- 
cation of the individual Mechanical viewer is furnished for the 
convenience of the radiologist 

AN INVESTMENT THAT PAYS DIVIDENDS Health protec- 
fj I tion, in itself, is a sound investment Users also report appreciable 


savings in payment of insurance claims 
premiums for group Insurance 


reductions in their 


Write for comprehensive literature or request 
our representative to call 

POWERS X-RAY SERVICE 

GLEN COVE, NEW YORK 






War Time Upswmg m Tuberculosis Reported— 
VIGILANCE NECESSARY' 


TUBERCULIN PATCH TEST 

(Vollmer) 

/^edevLe 



Tuberculosis already appears ov the ilcrease m the amng 
nations in the second Morld conflict From fragmentar) data 
available it appears that a nse in tuberculosis mortalitj has 
commenced in England, Wales and ScoUand ' Hong Kong 
reported 5,751 deaths from tuberculosis in 1940 against 4,443 
the year before ’ In the Umted States, the downward trend 
of the disease is slowing up, according to the National Tubcrcu 
losis Assoaahon, which warns that tuberculosis may soon show 
a war time increase 

The “Tuberculin Patch Test (Vollmer) Lednle” has been 
found an adv antageous and rehable instrument in large tubercu- 
losis screenmg campaigns * ^ (a) It is simple to applj and 
rapid, lending itself to large group testmg, (b) It gives satisfac- 
tory, accurate results, (c) RcacDons are of minor consequence, 
and (d) The ready pubhc acceptance of the patch test has made 
It a favorite first step in tuberculosis casc-finthng 

Tuberculosis case finding survc>s on a far-reachmg scale arc 
more urgent than ever— let us not relax our vigilance at this 
cntical nmel 



1 Loao £4 R- Am Rev Tuberc. 45*€16 CJooc) ^942 
^ -N 2 Editorial M Rcc J64 440 (Dec 17) 1941 

^ 5 COHEN P (Santa Barbara County Healtb D^t Santa 

\ Barbara California) California & \\ eat Med 66 70 (Feb ) 

1942 

^ 4 NARODICK P H (Supt and Med Director Kinff County 

' Tubcrcidosis Hoap Sojll'e \\ afh ; Lorthui t Mid 

\ 41 193 Oune) 194, 
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Editorial Comment 


Middle Atlcmhc conformity with a 
States Issue policy which was started 
at the Inception of this 
Journal, one Issue of Diseases o-f the Chest, Is 
devoted each year to the presentation of a 
picture of sanatorium facilities and of the ad- 
vances made in tuberculosis control in one 
state or In a group of states In this country 

The following special Issues have been pub- 
lished to date 

1935 August, Vol I, No 6 — ^New Mexico Issue 

1936 May, Vol n. No 5 — ^Missouri Issue 

1937 June, Vol m. No 6 — South Atlantic 
States Issue 

1938 June, Vol IV, No 6 — ^Pacific Coast 
States Issue 

1939 October, Vol V, No 10 — Mississippi 
Valley States Issue 

1940 December, Vol VI, No 12 — Ohio and 
West Virginia States Issue 

1941 April, Vol VH, No 4 — Southwestern 
States Issue 

This year It is our privilege and pleasure to 
dedicate this issue of Diseases of the Chest to 
the District of Columbia and the States of 
Delaware, Maryland, Pennsylvania and New 
Jersey The Issue is to be known as the Middle 
Atlantic States Issue 

Each of the States and the District of 


Columbia have contributed scientific papers, 
dealing with subjects related to chest diseases, 
and written by physicians who are closely 
identified with the treatment of chest dis- 
eases 

Each of these States and the District of 
Columbia have presented a picture through 
the printed word and by Illustration, showing 
the present facilities for the treatment of 
the tuberculous 

This Issue of the Journal also carries the 
photographs of physicians in the District of 
Columbia and the States of Delaware, Mary- 
land, Pennsylvania and New Jersey, who have 
pioneered in tuberculosis work or who hold 
office in the College We pay tribute to these 
pioneers and leaders of the College and only 
regret that we do not have the space avail- 
able to include the photographs of many more 
of the eminent physicians who have aided m 
this great cause 

The Editorial Board of Diseases of the Chest 
expresses its appreciation to the State Chair- 
men under whose direction this issue of Dis- 
eases of the Chest was compiled, and also the 
officials of sanatoria, tuberculosis societies, 
and to all of the other individuals and agen- 
cies that have cooperated -with us to make 
this issue of Diseases of the Chest possible 

ROM 
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J WiNTHHOP Peabody, MJ) 
Washincton D C 

President American CoUege of Chest Physicians 
General Chairman Middle AtlanUc States Issue 


William D Tewksbdhy, MD 

Washwcton D C 

Chairman, District of Columbia Section, Middle 
Atlantic States Issue Governor, American College 
of Chest Physicians District of Columbia 


THE TUBERCULOSIS MOVEMENT 

The organized antl-tuberculosls work In the District of 
Columbia started about 1908 and was sponsored originally 
by Dr George M Kober who was Dean of Georgetown 
Medical School Associated with hhn In the Tuberculosis 
Association In the early days were such well-known figures 
as George Stemburg Surgeon General of the U S Army 
and later Dr Harvey W Wiley who sponsored the Pure 
Food and Drug Act It was through Dr KobeFs efforts 
that an appropriation was obtained from Congress to build 
a Tuberculosis Hospital for the District of Columbia and 
this institution was opened In July 1908 The Tuberculosis 
Association maintained a chest clinic for Washington for a 
number of years and this was taken over by the Health 
Department about 1915 It has since been operated on 
fimds appropriated by Congress Dr W D Tewksbury was 
the first physician In charge of the Health Department 
Clinic followed by Dr J Winthrop Peabody and then by 
Dr A Borklle Coulter ^ 

The Tuberculosis Association which obtains Its funds 
from the sale of Christmas Seals has nl.sn financed a 
number of measures designed to reduce the tuberculosis 
rote The association has financed x-ray films of school 
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IN THE DISTRICT OF COLUMBIA 

children paid salaries for additional visiting nurses and 
has always been In the foreground In urging Congress to 
appropriate additional funds and enact necessary legisla- 
tion which would Improve the control of tuberculosis In the 
District of Columbia They have financed the Health 
School and the Health Camp — both for Incipient tubercu- 
losis In children The Association has also sfwnsored pro- 
grams for the Medical Society and for radio Mrs Ernest 
R Grant was for many years executive secretary of the 
District of Columbia Tuberculosis Association and she was 
succeeded by Mr Harald Lrmd, who Is now in office At 
the present time Dr J Winthrop Peabody Is president of 
the Association 

The death rate for tuberculosis In the District of Colum- 
bia was cut In half from 1908 to 1918 but there was an 
Increase In the rate among the colored population from 
1920 to 1924 In recent years Congress has been more 
liberal with funds for the Health Department Chest Clinic 
This has probably resulted In a further lowering of our 
death rate but there Is still a great deal to be done before 
tuberculosis can be entirely eradicated or at least reduced 
to a minimum 





District of Columbia Sanatorium 



Glen Dale Sanatorium 

Gi-enn Dale. Maryland 


Glenn Dale Sanatorium, Glenn Dale, Maryland, was 
formed by combining the Children s Tuberculosis Sana- 
torium located at Glenn Dale Maryland, with the Tuber- 
culosis Hospital of the District of Columbia, located In 
Washington D C The children s building (now known as 
Unit B) was opened at Glenn Dale In September 1934, and 
the adults unit (now known as Unit A) was moved from 
Washington to Glenn Dale In September 1937 There are 
approximately 100 beds for children and 586 beds for 
adults In the Institution Due to the Increased demands 
for beds for adults both units now admit adults but chil- 
dren are admitted only to Unit B Patients of all races and 
denominations male and female of all ages with all types 
of tuberculosis and all stages of the disease are admitted. 


Complete medical service Is provided for all patients by 
the resident medical staff, which Includes a resident thor- 
acic surgeon It Is further supplemented by the services of 
a complete consulting staff in all the medical specialties 
This consulting staff Is composed of physicians practicing 
In the District of Columbia The sanatorium is operated 
by the Health Department of the District of Columbia 
Dr WUllam D Tewksbury was Superintendent from Feb- 
ruary 1911, to September 1921 Dr J Wlnthrop Peabody 
was Superintendent of the Institution from September, 
1921 to August, 1939 Dr Daniel Leo FInucane has been 
Superintendent and Medical Director from August, 1939 to 
date 


The Treatment of Acute Pulmonary Abscess 

WILLIAM D TEWKSBURY, MX) , FA CP 
and E RAYMOND FENTON, MD 
, Washington, D C 


Following our original report in 1917' of the 
cure of two cases of acute pulmonary abscess 
by the use of artificial pneumothorax, there 
were a number of reports that were favorable 
to this method of treatment Among those 
so reporting were H M Rich,^ Simon and 
Sweeney, 3 and O M Gilbert^ of Denver 
Later reports have as a whole been less 
enthusiastic and recently even discrediting 
to this pneumothorax procedure for the treat- 
ment of lung abscess Hever^ in 1940 con- 
cluded a report saying that “the use of arti- 
ficial pneumothorax for the treatment of lung 
abscess has proved unsatisfactory — ^It has a 
field of limited application and it not infre- 
quently fails to achieve its purpose — and it is 
attended by the danger of pyopneumothorax ” 
Johnson et al* reviewed 165 cases of lung 
abscess treated by this method and felt that 
pneumothorax had no place in the manage- 


ment of lung abscess He felt that a kinking 
of the bronchus draining the abscess might 
ensue and thus hinder rather than favor 
drainage 

At the present time there remain very few 
advocates of the pneumothorax treatment of 
lung abscess Tewksbury^ in 1918 reported 
ten cases Of these, six (60%) were cured, 
two (20%) were temporarily cured and two 
(20%) died He again reported® in 1925 on 
thirty-five cases treated with pneumothorax 
Twenty-eight patients (80%) made a com- 
plete recovery In three cases the abscess 
ruptured Into the pleural cavity and surgical 
drainage through the chest waU produced a 
cure Four cases died One of these four died 
from an abortion and hemorrhage In all, 
ten per cent of the cases reported died The 
author stressed the small amoimt of air in- 
jected into the pleural cavity, advising only 
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one hundred fifty to two hundred cc of air 
given from two to five days apart He found 
that usually six to seven treatments were 
necessary 

C L Herrelis of Norfolk, Virginia, reported 
in 1936 on twenty-three cases of lung abscess 
treated by pneumothorax He had a complete 
recovery in twelve (52%) of the cases This 
was the highest percentage of recoveries re- 
ported, using any other form of treatment 
He used from one hundred fifty to three 
hundred fifty cc of air initially and in two 
to three days he increased the dosage to as 
high as 400 cc Occasionally he got a positive 
manometric reading and usually a definite 
anatomical lung collapse 

We feel that pneumothorax has a definite 
place in the treatment of acute lung abscess 
It must be understood, however, that we want 
drainage of the connecting bronchi — in con- 
tradistinction to the treatment of pulmonary 
tuberculosis, where we give larger doses with 
the hope and expectation of getting bronchial 
kinking and atelectasis Corollys'“ has long 
used this hypothesis to explain closure of 
tubercular cavities Most authorities agree 
with Corrollys on this point In the treatment 
of lung abscess with pneumothorax, very 
small doses of gas should be given Seventy- 
five to three hundred cc is recommended for 
the purpose of partial reduction of the nega- 
tive in tra -pleural pressures We want little 
or no anatomical collapse of the lung, so as 
to get no bronchial kinking These small 
doses cannot be too strongly stressed for the 
successful pursuit of this method of treat- 
ment We believe that the poor results ob- 
tained by many trying this procedure are 
due to too large doses, with too much col- 
lapse of the lung This excessive collapse 
results in a kinking of the bronchus, leading 
to atelectasis more or less, with the tremen- 
dous risk of abscess rupture through the 
plemra Since this form of tieatment has been 
done largely by men accustomed to giving 
pneumothorax for tubercular cavities, it has 
been thought by many that the identical pro- 
cedure would work for the non-tubercular 
abscess This, we feel, is the error that has 
discredited pneumothorax for the treatment 
of lung abscess The reason for such small 
amounts of gas, with practically no coUapse 
of the lung, producing such dramatic results 
in very sick patients is difficult to explain 


ClinicaUy, it promotes good drainage expec- 
toration— which materially aids recovery 

Case I—J A F This patient was referred 
to us by Dr William Gill on April 18, 1939 
He gave a history of pain hi the back of the 
left chest and a bronchial cough with a bloody 
sputum that started early in March, 1939 
The patient complained that the sputum had 
a bad taste at times He lost ten pounds in 
weight in February and March of 1939 An 
x-ray taken on April 7, 1939, showed a large 
cavity out from the left hllus approximately 
m the middle of the lung At the same time 
a sputum examination showed no acid fast 
bacUU 

One hundred fifty cc of air was given in 
the initial pneumothorax treatment on April 
15, 1939 This dosage was Increased to 225 
cc on April 17, to 225 cc on April 20, to 300 
cc on April 24, to 325 cc on April 30, to 350 
cc on May 7, and 350 cc on May 14, 1939 
An x-ray taken on May 13, 1939, showed a 
large area of infiltration in the region of the 
previous cavity with some suggestion of cavi- 
tation No pneumothorax was visible on the 
x-ray On the 24th of May, another x-ray 
made visible a partial pneumothorax show- 
ing the lung collapsed three-quarters of an 
inch at the base At this point there is a 
small amount of fluid extending up the lateral 
chest wall for two thirds of its distance where 
it is lost at the angle of the scapula at the 
periphery An x-ray taken on July 9, 1939, 
shows two and a half Inches of collapse at 
the left base with some fluid and a partial 
pneumothorax of the lower half of the lung 
He made an uneventful recovery 

Case 11— J G This patient was referred to 
us by Dr Pickford on April 1, 1940 For the 
past two and a haif weeks he had had a 
chest cold with a cough, but no expectoration 
He had a stabbing pain in the left upper chest 
and back when he coughed The patient was 
unable to raise his arm due to pain The 
pain spread to both chest and back The 
cough had been worse for the past week, but 
there was still no expectoration He had a 
temperature accompanied by a cold feeling 

An x-ray taken on April 1, 1940, showed an 
area involving the left upper lung suggesting 
pneumonia or Iimg abscess He was given a 
sulfa drug for three days with no benefit 
He continued to run a high and septic tem- 
perature and for the first time coughed up 
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foul-smelling pus with some blood 

Pneumothorax was begun April 3, 1940, with 
150 cc The treatment was repeated April 5 
with 175 cc , April 7 with 200 cc , April 10, 
200 cc , and April 14, 150 cc 

The patient had a normal temperature 
after the foiu-th treatment and was allowed 
to leave the hospital He came to the office 
April 21 with practically no symptoms and 
the fluoroscope showed much improvement 
He was given 125 cc of air Mr G was 
asymptomatic at this time and Insisted on 
going on a new government Job that he “had 
to report for or lose ” He did this against 
our advice 

When he again reported to the office, pneu- 
mothorax was attempted, but no space was 
found An x-ray taken on May 12, 1940, 
showed some increased density of the left 
upper lung still persisting though much less 
than previously No ulceration was present 

On June 5, 1940, the patient reported some 
return of the cough with some expectora- 
tion with a foul odor Mr G was operated 
upon at Johns Hopkins Hospital on August 2, 


1940, and the left lung was drained The 
same day he had a hemorrhage from the 
wound and died 

This patient made a tremendous improve- 
ment following the pneumothorax treatment, 
and should have been a c\rred case He had 
a fairly long period without symptoms and 
the failure of complete cure we attribute to 
his going to work too soon, and an inability 
to continue the pneumothorax over a long 
enough period of time 

Case III — Miss A R A fifty-three-year-old 
woman was referred to us by Dr R L De- 
Saussure She was first seen on Sept 23, 
1941 She had had a tonsillectomy ten days 
previously Two days later she had a stitch 
pain under the right shoulder, but this sub- 
sided and she went back to work She felt 
badly on Sept 21 while at work, complaining 
of some stitch pain in the right chest and 
bloody expectoration and a temperature of 
101 5 degrees The original examination show- 
ed an acutely sick woman in bed, complaining 
of pain imder the right shoulder on respira- 
tion and cough The temperature was 103, 



C^e No 1 J A F , x-ray taken AprU 7, 1939 Case No 1 J A F , x-ray taken May 24, 1939, 

sficnoing pulmonary abscess in center of left showing partial pneumothorax in the lower 

lung loith large cavity two-thirds of left lung with cavity practically 

closed X-ray film taken one month later 
showed complete absorption of the abscess 
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pulse 97, blood pressure 145/65 There were 
no positive physical signs in the chest 
An x-ray taken the following day showed 
an abscessed area on the right side from the 
level of the top first rib anteriorly to the 
bottom of the third rib anteriorly and in- 
volving one-fourth of the right lung field 
In the upper part of this area there was a 
suggestion of cavitation 
On Sept 25, 100 cc of air was given into 
the right pleural cavity with no untoward 
symptoms This was repeated on Sept 27 with 
150 cc of gas On Sept 30, 175 cc was given 
and the patient had a normal temperature 
On October 3, 1941, the patient had a chill 
and the temperature rose to 103 degrees She 
complained of coughing and had a bloody 
purulent foul expectoration On October 4, 
125 cc of gas was given One hundred twenty- 
five cc was given on Oct 10 at which time 
the patient was again feeling good with a 
normal temperature We gave her 200 cc on 
Oct 17 On this day we noted that she had 
a normal temperature for ten days with a 
small amount of expectoration, with some foiil 
odor She was eating and feeling all right 
On Oct 24, 100 cc was given An x-ray film 


November 

at this time showed slight amount of scarring 
in the region of the second Interspace, close 
to the sternum 

Cose IV — ^Maj J B H This patient was 
referred to us by Dr R L DeSaussure on 
January 21, 1938 He had a sub-mucous re- 
section on Dec 3, 1937 Following this, he 
had some elevation of temperature He first 
noticed foul smelling and tasting pus about 
Dec 24, 1937 

An x-ray film taken January 22, 1938, show- 
ed an area of Increased density and consoli- 
dation involving the greater part of the right 
upper lobe, but not Involving the apex above 
the clavicle Just below the second rib an- 
teriorly in the periphery of the lung field, 
there was a fluid level in a fairly large-sized 
cavity 

Pneumothorax was begun on the right side 
Jan 22, 1938, with 150 cc , January 24, 200 cc , 
January 30, 250 cc , and on February 3, 250 cc 
On February 4, the patient coughed up a large 
amount of bloody mucous and pus with tem- 
perature to 102 degrees Pneumothorax was 
given February 8 with 150 cc , February 12, 
150 cc , February 17 the patient reported no 
cough and expectoration An x-ray on April 





Case No 3 Miss A R , x-ray fUms taken Sep- 
tember 24, 1941, showing pulmonary abscess 
upper inner lobe of right lung 



Case No 3 Miss A R, x-ray 
month later, October 4, showing complete ab 
sorption of the abscess 
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27 showed normal lungs 
Case V — Mrs E A K This patient was 
first seen by us on Oct 14, 1937 She had had 
a tonsillectomy three weeks previous to this 
One week following this she developed a 
hacking cough, a pain In the upper right 
chest and an elevation of temperature X-ray 
taken on Oct 11, 1937, showed a large lesion 
Involving the right upper lobe with suggestion 
of cavitation Artificial pneumothorax was 
done on October 14 One hundred fifty cc of 
air was used Two hundred cc on the 16th 
of October, 250 cc on the 19th, 200 cc on the 
23rd, 200 cc on the 29th, at which time her 
fever was reduced and she was feeling much 
better Portable x-ray films taken at this 
time failed to show any pneumothorax, but 
showed quite a bit of clearing of the lesion, 
especially in the upper part On November 1 
she was given 300 cc , November 9, 250 cc 
At this time her cough and expectoration had 
stopped and she was running a little low- 
grade temperature, less than 100 degrees 
X-ray films taken on Dec 1, 1937, showed a 
small localized area between the second and 
third rib anteriorly, about the size of a quar- 


ter There was no evidence of cavitation 
X-rays taken on Jan 8, 1938, showed stiU a 
slight amount of infiltration 

Summary 

We have treated a total number of forty- 
five cases of acute pulmonary abscess with 
artificial pneumothorax since 1916 Of this 
number thirty-five, or 75 per cent, have re- 
covered and four have died — a mortality of 
about 9 per cent We feel the failure of other 
observers to obtain as good results has been 
due chiefly to the use of too large and too 
frequent doses of gas Attempting to treat 
chronic abscesses of over two months’ dma- 
tlon may also have contributed to less favor- 
able results 

We feel that the use of artificial pnemno- 
thorax has a definite place in the treatment 
of acute pulmonary abscess 
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(Continued on page 340) 



Case No 4 Maj J B H X-ray film taken 
January 19, 1938, shoioing pulmonary abscess 
upper lobe of right lung with eamtation 


Case No 4 Major J B H , taken April 27, 1938, 
showing abscess completely healed 
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History of the Tuberculosis Movement 
in Maryland 


WILLIAM B MATTHEWS, JR • 
Baltimore, Maryland 


Maryland is known as the cradle of the national 
ngM against tuberculosis as It was the direct out- 
growth of the tuberculosis exhibit of 1904 that the 
National Tuberculosis Association was formed 

This now historic exhibit was opened during the 
last week of January In 1904 with lectures, demon- 
strations, and conferences The exhibit was di- 
vided into ten sections statistics, tenements, 
state and municipal prophylaxis, hospitals and 
sanatoriums, books and portraits, domestic pro- 
phylaxis and house hygiene, district nursing, 
manufacturing exhibits, an exhibit of the Na- 
tional Sanatorium Association of Canada, and 
pathological anatomy, bacteriology and photogra- 
phy The exhibition was surpassed only by the 
International Congress In 1908 and that was or- 
ganized to a very considerable extent on the plan 
of the Baltimore exhibit 

Speaking on the work leading up to the exhibit 
of 1904, Doctor William Welch, on May 28, 1929, at 
the Pounders’ Dinner of the National Tuberculosis 
Association, said, “The exhibit is of historic inter- 
est and It Is really the background on which was 
founded the Association It was all due to Dr 
John S Pulton In 1901, it was decided to make a 
survey of the tuberculosis situation in Maryland 
with a view of securing on the basis of this suuvey 
an appropriate legislation He visited Governor 
Smith in December 1901, and succeeded in Inter- 
esting him so that the Governor recommended In 
his message In 1902 to our Legislature the estab- 
lishment of a tuberculosis commission to make a 
study of the tuberculosis situation in Maryland ’’ 

The Commission was created, Dr William S 
Thayer was made Chairman, John M Glenn Sec- 
retary, and Dr Marshall Price replaced Dr Fulton 
during the time Dr Pulton was engaged in the 
Sixth International Congress on Tuberculosis 

The Commission at the end of two years had 
made a survey and made a preliminary renort, 
and it was thought that the most effective thing 
to stir up popular interest would be to have an 
exhibit a tuberculosis exhibit That exhibit was 
under the auspices of the Tuberculosis Commis- 
sion of which Dr Thayer was the President, the 
Maryland Public Health Association, which was 
created by Dr Fulton in 1898, and the State Board 
of Health They began to work on the exhibit in 
July, 1903 

Another direct result of the tuberculosis exhibit 
was the formation of the Maryland Tuberculosis 
Association Doctor Henry Barton Jacobs served 
as its first president while Doctors Thayer, Welch, 
Pulton, and Osier were active In the organization’s 
growth 

In 1904 the first tuberculosis visiting nurse was 
anpolnted and supported by a contribution of Mrs 
WUliam Osier In 1908 two tuberculosis nurses 
were appointed by the Baltimore City Health De- 


•Managliig Director, Maryland Tuberculosla Aasociation 


partment and this was Increased to twenty in 
1915 

In 1910, the City Health Department organlzecl 
a Division of Tuberculosis and in 1912, two tuber- 
culosis dispensaries were opened, and in 1913, a 
tuberculosis clinic was also opened 

Tuberculosis clinics were established In rural 
Maryland in the early 1920’s with the joint co- 
operation of the Maryland Tuberculosis Associa- 
tion and the Maryland State Department ol 
Health In the beginning it was limited to a rela- 
tively few clinics However, it has been expanded 
imtil today every county in the state with the 
exception of two have at least one clinic per 
month and in 1941, those two counties had a total 
of nine and eight clinics respectively 

In 1941, in the twenty-three counties of Mary- 
land there was a total of 352 clinics which were 
attended by 7,002 patients of wWch 5 060 were 
white and 1 942 Negro All of these clinics are 
equipped with x-ray facilities and all patients are 
x-rayed at the discretion of the cUniclan 

All case-finding work In the counties of Mary- 
land is run in close cooperation with the County 
Health Department as the Association fits into 
their program of control no matter what it might 
be In the past vear the Maryland Tuberculosis 
Association has placed emphasis upon the gray- 
ing of selected groups such as the National Youth 
Administration students. Juniors and Seniors of 
the various State Teachers’ Colleges, and Indus- 


trial workers , ^ ^ , 

In Baltimore Cltv, from September to December 
31, J941, the Maryland Tuberculosis Association 
at the request of the Selective Service Memc^ 
Director, x-rayed all registrants as part of tneir 
Local Board examination This work was also 
carried on bv the Association in the countiw in 
cooperation with the countv health officers Dur- 
ing this period there were 4 084 regtstrante x- 
rayed In Baltimore City of which 63 or 1 54 pw 
cent were classified as 4P or 
service because of tuberculosis 2 095 or 51 Bp 
cent had negative chest x-ravs whereas 1,926 or 
47 2 ner cent were classified as lA but diagnosed 
Irpr^mar^ &flctlon inactive Of the toW num- 
ber 1,582, or 38 7 per cent were Nef^o while 2,502 
or 61 3 ner cent were white Of the Negroes, 29 
or 183 per cent were classified as 
tuberculosis while among the white 
34 or 1^6 per cent were turned 
tuberculosis The figures for the counties are not 

available at this time _ , t 

The Baltimore City Health Department mln- 
talns a Bureau of Tuberc^osls tow 

tlon of a full-time medical director TOe eeneral 
program parallels that of the St^ 
of Health and as In all other activities there is a 
close cooperation between both departments as 
Evell as with the Maryland Tuberculosis Assocla- 
(Contlnued on page 340) 
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Maryland Sanatoria 



Maryland Tuberculosis Sanatorium 

(Aencd Vieio) 


State Sanatohium, Maryland 


The Maryland Tuberculosis Sanatorium v>as first opened 
In 1908 for all stages of pulmonary and glandular tubercu- 
losis Children are admitted In a separate bxdlding The 
total capacity of the sanatorium Is 610 Diagnostic and 


treatment facilities consist of K-ray pneumothorax, bron- 
choscopy, thoracoplasty and all types of thoracic surgery 
Out-patient service available through the stete department 
of health Dr Victor F Cullen Is Superintendent 


Mount Wilson 
Sanatorium 

Mount Wilson, 
Maryland 



The Mount Wilson Tuberculosis Sanatorium was first 
opened In 1926 for all stages of pulmonary tuberculosis 
Negro cases needing thoracic surgery are admitted Into a 
separate ward The total bed capacity of the sanatorium 
Is 210 Treatment facilities and diagnostic facilities con- 


HOSPITAL BUILDING 

slst Of X-ray pneumothorax thoracoplasty and all types 
of thoracic surgery Out-patient department available for 
follow-up and case-finding Dr Stewart S Shaffer Is the 
Superintendent 
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HOSPITAL AND MEDICAL BLDG 


Eudowood Sanatorium 

✓ 

Towson, Mabyiand 


Eudowood Sanatorium Incorporate name Hospital for 
Consumptives of Maryland was organized in 1894 and 
opened Its doors for patients In the spring of 1896 In a 
small converted rented dwelling in Baltimore In the fall 
of 1899 property was purchased and the Institution moved 
to its present site The bed capacity was 6 In Baltimore 
and 16 when first opened In the country 
Eudowood was among the pioneer Institutions to offer 
free treatment to the Indigent tuberculous and also to 
apply modem methods of treatment artificial pneumo- 
thorax having been Instituted m the spring of 1911 by Dr 
Martin F Sloan, then superintendent 
The present bed capacity Is 196 of which 48 are children 
Including Infants The sanatorium Is divided into 4 sepa- 


rate units Hospital for advanced and the very U1 patients 
Sanatorium — cottages and Infirmary — for ambulant and 
seml-ambulant, Convalescent Colony for prolonged treat- 
ment of chronic cases and the Children s Hospital There 
are 11 private rooms In the Medical Building 
The grounds consist of 347 acres of which 160 are In 
cultivation, on which there Is a modem dairy and poultry 
farm All milk and eggs are produced on the place Forty 
acres are set aside for buildings and lawns 
The location is Ideal, being 8 miles from the center of 
the city 1 mile from Towson and the car line a peaceful 
and restful place as the stem word of Eudowood means 
contentment. 


Eastern Shore 
Tuberculosis 
Sanatorium 

SAilSBOHY^ 

Mahyxakd 



The Eastern Shore Sanatorium was completed and 
opened in 1913 as the Pine Bluff Sanatorium It was 
taken over bj the Maryland Tuberculosis Sanatorium Com- 
mission In 1927 Children ore admitted to the sanatorium 
and the total bed capacity Is 76 Diagnostic and treatment 


facilities avaUable are x-ray, pneumothorax, and bron- 
choscopy Cases requiring thoracic surgery are sen 
Mount Wilson Sanatorium The Superintendent o e 
sanatorium Is Dr Paul Cohen 
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Mount Pleasant Sanatorium 

Reistehstown. Mahyuimd 


Mount Pleasant was founded by Mr Jacob Epstein of 
Baltimore in 1908 and then was known as The Jewish 
Home for ConsumptlveE The capacity is 60 beds, for adults 
only All types of pulmonary tuberculosis are admitted 
who reside in the State of Maryland The sanatorium Is 
completely equipped and has all modem appurtenances 
About 60 per cent of the patients are treated with some 


form of collapse therapy It Is located about 17 miles from 
the City of Baltimore In a beautiful rolling country, ele- 
vation about 850 feet above sea level The Medical Director 
Is Dr Samuel 'Wolman who with a full attending staff 
makes regular visits to the institution Dr Albert F 
Shrler is the Superintendent 



HOSPITAL BUILDING 


The colored branch of the Maryland Tuberculosis Sana- 
torium was opened In Heniyton In 1923 It Is a sana- 
torium exclusively for Negroes AH stages of tuberculosis 
In any form are admitted Children are admitted in a 
separate building The sanatorium has a capacity of 485, 
of which 67 are children. Diagnostic and treatment fa- 


Henryton Sanatorium 

Henryton, Mahylrnd 


clUtles are x-ray pneumothorax, bronchoscopy, phrenic 
surgery and closed Intrapleural pneumolysis Thoraco- 
plasty Is performed at the Mount Wilson Branch of the 
Maryland Tuberculosis Sanatorium and at Johns Hopkins 
and Baltimore City Hospital Dr Reuben Hoffman Is the 
Superintendent 
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Diseases of the Chest 

The Tuberculosis Problem’' 

(A Challenge to the Pnvate Practitioner) 

REUBEN HOFFMAN, MD ** 


Henryton, 

Is tuberculosis as Important as the phthisi- 
ologists say it is? After all, tuberculosis ranks 
seventh among the leading causes of death 
Why should it receive more attention than 
the six diseases that precede it’ A careful 
examination of the problem is in order, since 
it is the contention of all mdividuals working 
in tuberculosis that the disease ranks first in 
Importance both from the medical and public 
points of view 

Tuberculosis is still the leading cause of 
death between the ages of fifteen and forty, 
a span of life that comprises most of the 
productive years of an individual’s existence 
If mortality from tuberculosis is considered 
for race, and that is the immediate problem 
here, it ranks as the second leading cause 
of death Deaths from tuberculosis, however, 
is not the only factor of Importance, nor is 
it the only factor that makes the tuberculosis 
problem such a serious one 
Heart disease, cancer, cerebral accidents 
and nephritis, the first four rankmg causes 
of death, are not contagious One of these 
diseases may develop in an individual The 
individual may die from it and that ends that 
particular disease in the particular Individual 
Not so with tuberculosis One person con- 
tracts it and the number of infected indi- 
viduals resulting will depend upon the num- 
ber of people with whom that person has 
been in daily, intimate contact On an aver- 
age, at least three people are infected from 
one open case of tuberculosis In an unfavor- 
able, crowded environment, which is anjd;hmg 
but unusual, any number may contract it 
In but few other diseases does the following 
picture occur Father admitted with far- 
advanced tuberculosis and progresses to a 
fatal end Before his death his wife and six- 
year-old daughter are admitted with far- 
advanced disease Subsequent to his death, 
his four-year-old son is admitted with serious 
involvement The remaining child is found 

‘Read before the Third Annual Conference of 
Negro Tuberculosis Workers Howard Medical 
School Washington D C June 10 1941 
“From the Maryland Tuberculosis Sanatorium 
(Colored Branch), Henryton, Maryland 


Maryland 

tuberculin positive, but does not require hos- 
pitalization Another case Mother con- 
tracts tuberculosis but refuses hospitalization 
Shortly afterwards an eighteen-months-old 
child dies from tuberculous meningitis The 
mother progresses unfavorably and finally 
agrees to hospitalization, dying ten days after 
admission Within two months two sons, ages 
three and four, are admitted to the sana- 
torium and a third youngster is admitted to 
a general hospital All the children have 
serious tuberculous disease An older child, 
found tuberculin positive, is deemed able to 
continue without hospital care The father 
miraculously escaped infection These are 
not fairy tales, but actual case histories of 
families stUl in the sanatorium They occur 
often Consider the number of sanatoria that 
could present similar cases 

The mortality rate gives no information 
about the large number of individuals who 
are rendered chronic Invalids and who be- 
come either a burden on their families or a 
problem of the welfare organizations con- 
ducted by the various governmental agencies 

The mortality rate gives no inkling of the 
number of tragedies that are rather frequent 
occurrences in a family following a death 
from tuberculosis, which not infrequently re- 
sults in disruption of the home This break- 
up of the home is usually encountered among 
the poorer class, where the burden of pro- 
longed illness and removal of the chief wage- 
earner to the sanatorium is more of a load 
than can be carried Deaths, desertions, the 
scattering of children to the homes of rela- 
tives or commitments to orphanages are en- 
countered 

Nor from mortality statistics do we glean 
any idea concerning the tremendous cost as- 
sociated with the care of the tuberculous 
Huge sums from federal, state and municipal 
governments added to the tremendous loss 
of income from Inability to work make the 
tuberculosis bUl a staggering one Lately, the 
public has become acquainted with and per- 
turbed at the loss in man hours of work 
associated with strikes occurring in industry 
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If the loss in man hours of work due to 
tuberculosis were computed, strikes would nm 
a poor second A worker who strikes loses 
but a few working days a year A worker 
whom tuberculosis strikes usually loses a year 
or two of working days and not Infrequently 
never returns to work 

Considered from all angles, the above facts 
should justify the opinion that tuberculosis 
ranks first in Importance Other diseases may 
cause more deaths, but not within the age 
period that is so Important Nor do they 
present the picture of chronicity, contagion, 
human tragedies and disruption of the home 
as does tuberculosis These factors cannot 
be measured in money nor can they be gauged 
by statistics 

The problem is admittedly serious It is 
rendered even more serious by an insufficient 
number of beds, the low economic condition 
of the average patient, a general lack of 
knowledge of the disease among the laity, 
and negligence and lack of Interest on the 
part of many physicians 

The private physician has been frequently 
accused of a lack of knowledge and interest 
concerning tuberculosis Is it true? Taking 
histories from hundreds of cases entering 
the sanatorium in a far-advanced stage of 
the disease frequently results in pointing the 
accusing finger at the private physician It 
is common experience to find patients ad- 
mitted to the sanatorium with extensive tu- 
berculosis of long standing who have been 
under the care of their physician for some 
time One stethoscopic examination of the 
chest amd a prescription for a cough remedy 
seems to have been the sum total of the 
diagnostic procedures and therapy 

Further evidence* that the physician fails 
to play his part can be gotten from a report 
recently submitted to the Health Commis- 
sioner of Baltimore In the report it was 
pointed out that fifty per cent of the cases 
referred by private physicians to the city 
clinics for diagnosis had already progressed 
to a far-advanced stage of the disease, fur- 
ther, that physicians were responsible for 
reporting only twenty per cent of the new 
cases and that one-sixth of the cases re- 


*A survey of the facilities for the prevention of 
tuberculosis In Baltimore, Md — ^Alien W Free- 
.School of Hygiene & PubUc Health 
the Johns Hopkins University, Oct 31, 1940 


ported came to the attention of the Health 
Department for the first time through the 
medium of a death certificate 
Nearly aU patients, at one time during the 
course of their Ulness, have been to their pri- 
vate physician with a complaint referable to 
their tuberculosis Failure to make the diag- 
nosis at that time, when the prognosis was 
good and the need for hospitalization rela- 
tively short, rests squarely at the door of the 
physician 

There are certam extenuating circum- 
stances that exonerate the physician for part 
of the blame his medical school education 
in reference to tuberculosis and the litera- 
ture that he reads about tuberculosis 
Certainly few medical school graduates 
have anything but the faintest appreciation 
of the problem of tuberculosis that will con- 
front them in the practice of medicine It 
is suggested that the reorganization of the 
physicians’ education start in school, where 
they should be taught facts about tubercu- 
losis that are important and the problems 
that they will have to solve when they see 
tuberculosis in their practice 
Much of the literature that the physician 
reads about tuberculosis, when he reads any 
at all, contains articles that assmre him that 
the mortality from tuberculosis is steadily 
falling and that in fifteen years or so the 
disease wUl disappear It is recommended 
that such articles be ignored They aren’t 
true Tuberculosis is not a disappearing dis- 
ease The implication from such an article 
is that granting a complete reawakening and 
a revolution in tactics, tuberculosis could be 
made unimportant in fifteen years With the 
present set-up, tuberculosis ■wUl neither dis- 
appear in fifteen years nor one hundred and 
fifty years It wiU never disappear 
It would be wishful thinking to suppose 
that there is going to be any immediate mark- 
ed improvement in the tuberculosis set-up 
More beds will imdoubtedly be provided, more 
and better facilities for the detection of tu- 
berculosis will be erected, and Increasing In- 
formation about tuberculosis among the laity 
will be made available But these improve- 
ments take time What can be accomplished 
must be accomplished with the present set-up, 
be what it may And a good deal can be accom- 
plished The private physician can be edu- 
cated in tuberculosis and when he is trained 
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to utilize all the facilities for diagnosis he will 
represent the most Important source for the 
detection of early tuberculosis When a meth- 
od for the systematic detection of early tuber- 
culosis has been organized, the answer to the 
problem is at hand, since the detection and 
treatment of the early case is the only hope 
for the eradication of the disease 

Where are the faculties for the detection 
of early tuberculosis just referred to? The 
physician’s office The patients who cross 
the threshold Into the physician’s office con- 
stitute a large and obviously Important group 
for case-finding Something is wrong with 
them, otherwise they wouldn’t be In the phy- 
sician's office The most obvious group where 
tuberculosis should be suspected and looked 
for is In patients seeking medical advice 
The material for case-finding is at hand, 
the remaining step is to take advantage of it 

Shoiild the physician consider every patient 
who enters his office as a tuberculosis sus- 
pect’ Why not? One out of every hundred 
people in the country has tuberculosis In 
selected population groups, where the inci- 
dence of the disease is high, it may be as 
high as one out of every twenty Whatever 
the percentage Is, it is obviously worth the 
effort it takes to fmd it One case of tubercu- 
losis, it must be repeated over and over, does 
not constitute the total danger of the disease 
Human beings are gregarious and tubercu- 
losis is contagious 

How is a diagnosis of early tuberculosis 
made? Reference to the advanced case is 
purposely omitted, since the diagnosis is ob- 
vious The detection of the far-advanced 
cases will no more solve the tuberculosis prob- 
lem than locking the stable door after the 
horse has been stolen will prevent the theft 
of the horse The ideal time to make a diag- 
nosis is before the sputum has become posi- 
tive, since this means, in nearly all cases, 
cavity formation Since the onset of tubercu- 
losis is usually insidious and since the disease 
can progress to a serious degree before the 
patient becomes aware that anything Is wrong, 
the early case will not Infrequently escape 
detection Symptoms of early disease are too 
vague and simulate too many other condi- 
tions to be a reliable guide The detection 
simply requires a routine examination of every 
patient who enters the physician’s office with 
the purpose of proving the presence or the 


absence of tuberculosis 

For such a plan the 'least expensive and 
simplest method is tuberculin testing Nearly 
every person who has been Infected with tu- 
bercle bacilli will give a positive reaction to 
the cutaneous or Intracutaneous administra- 
tion of tuberculo-protein If the result of the 
test is negative, the patient without pulmo- 
nary symptoms can be dismissed as not having 
tuberculosis At this point It should be em- 
phasized that the negative test does not guar- 
antee that the patient will always remain 
free from tuberculous infection A diagnosis 
of “non-tuberculous" holds good for only that 
time at which it is made It gives no inkling 
of future infection 

Should the test be positive, and it frequently 
will be, and should the patient have any signs 
or symptoms that suggest a respiratory in- 
fection, an x-ray of the chest should be 
taken The x-ray is specified and not the 
stethoscope, because it is understood that 
early tuberculosis is being considered The 
stethoscope is a satisfactory implement for 
the detection of obvious tuberculosis, but an 
imreliable Instrument if solely used to detect 
early disease There is nothing more false or 
more dangerous than the attitude “I can’t 
hear anything, therefore the patient doesn’t 
have tuberculosis ” If that physician will go 
to any sanatorium, he will see many plates 
of early disease where the physical exami- 
nation of the chest was negative He wUl 
also see plates showing manifest tuberculosis 
with cavitation where, too, the physical ex- 
amination of the chest was negative And 
here the examination of the chest was per- 
formed by a physician trained in the stetho- 
scopic examination of the chest 

The detection of early tuberculosis is fre- 
quently difficult even with the use of x-rays 
At times it requires prolonged observation 
•with repeated check-ups If in doubt, why 
not call in the man trained in tuberculosis 
work? Why not consider tuberculosis a dis- 
ease that requires specialized knowledge and 
experience? General practitioners don’t hesi- 
tate to call a surgeon for a suspected acute 
abdomen, they shouldn’t hesitate to call the 
phthisiologist for an opinion on a chest pla e 
or about a patient There is no truth to the 
commonly implied and frequently expresse 
opinion that tuberculosis doesn’t require spe- 
cialized knowledge and training It does A 
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physician can’t read five plates and consider 
himseif qualified Nor fifty, either For the 
sake of the patient it is advisable to consider 
the diagnosis of early tuberculosis frequently 
difficult, even if the general practitioners 
don’t, the specialists in the sanatoria do 

The pulmonary lesion may be extremely 
small according to the x-ray and yet present 
a sputum heavily loaded with tubercle bacilli 
’The bacillary concentration of sputum is vari- 
able and may on occasions become negative 
for a time Frequently, many sputum exami- 
nations, supplemented by cultures of the 
stomach washings and sputum, are required 
before a positive result is obtained Health 
Department laboratories are staffed with 
competent bacteriologists All the physician 
has to do is to give the patient the container 
with instructions about its use 

A patient who is hoarse for any lengtli 
of time should be suspected of having a tu- 
berculous laryngitis and x-ray of the chest 
and sputum examinations become imperative 
K the physician automatically, without any 
examination, called all the cases of chronic 
hoarseness tuberculous laryngitis, he would 
be painfully surprised to learn how often he 
would be right 

Pulmonary tuberculosis stlU remains the 
most common cause of blood-spitting Usu- 
ally the diagnosis is obvious Sometimes the 
diagnosis is anything but obvious A case of 
blood-spitting may not be tuberculous in ori- 
gin, but the physician should demand x-ray 
proof that it isn’t 

Pleurisy, with effusion particularly, is like 
blood-spitting, it is tuberculous unless it can 
be proven to be something else It commonly 
requires a culture or guinea pig inoculation 
of the aspirated fluid to prove it, but again, 
regardless of its appearance it will be, quite 
commonly, found tuberculous Tuberculous 
pleurisy should be treated as a case of minimal 
tuberculosis and put to bed until the acute 
phase subsides The patient should be care- 
fully watched and checked periodically, since 
a significant percentage of these cases are 
followed within a few years, many earlier, by 
pulmonary disease 

Whether a tuberculous pleurisy should be 
hospitalized in a sanatorium is a moot ques- 
tion An environment away from tubercle 
bacilli Is unquestionably preferable Granting 
a good environment, the patient is Just as 


well off at home, provided the potential dan- 
ger of the pleurisy is appreciated 

The onset of tuberculosis is not uncommonly 
acute It can simulate grippe Beware of the 
acute respiratory infection that doesn’t sub- 
side withhi the customary Interval of time' 

The treatment of tuberculosis can be dis- 
missed with a sentence Active tuberculosis 
can be safely treated only m a sanatorium 
Tuberculosis is a treacherous and dangerous 
disease and treatment should not be carried 
out by anyone not familiar with its many- 
sided clinical and pathological manifesta- 
tions It should be remembered that tubercu- 
losis almost invariably affects the lungs, but 
at the same time may and commonly does 
affect any part of the body Complications 
are not limited merely to the far-advanced 
case and are more liable to occur under in- 
expert care 

Education of the tuberculous patient along 
with the family is of prime Importance and 
not difficult to carry out Here the physician 
can accomplish more in one talk than can 
be accomplished by many other means 

He should, after the diagnosis has been 
made, convince the patient that prompt hos- 
pitalization is necessary He should persuade 
every member of the family to be examined, 
for by this method he may find the source 
of the infection or detect the Infected con- 
tacts 

Physicians shoidd keep in touch with their 
sanatorium patients by visiting them when 
possible A visible boost m the patients’ 
morale is observed after such a visit By 
this display of Interest in the patient, phy- 
sicians could be of value to the sanatorium 
staff in combatting that too frequent occur- 
rence of patients leaving against advice or 
seeking leaves of absences to their homes for 
the purpose of straightening out minor do- 
mestic disturbances The family, as often as 
the patient, is hard to convince that this is 
harmful 

It would be better if physicians refrained 
from telling patients how long the period of 
hospitalization will be, because he usually errs 
considerably on the conservative side Many 
of the patients enter the sanatorium with 
the assurances of their physicians that only 
three months or so of hospitalization wtU be 
necessary When they learn that three 
months usuaUy marks Just the beginning. 
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they are cruelly disappointed and frequently 
discouraged 

When physicians take a greater ihterest In 
their tuberculosis patients hospitalized in the 
sanatoria, spend time in educating them and 
their families about the disease, a large num- 
ber of individuals (the ones who need it and 
will profit by it) will be reached with vital 
information It can be done and offers an 
important source for the propagation of in- 
formation about the disease, so badly needed 

The patient’s discharge from the sana- 
torium does not constitute the end of the 
disease Patients must be closely watched 
and many rehabilitated Unless both of these 
necessary steps are systematically arranged 
and carried out, a good deal of the accom- 
plishments of the sanatorium wUl have been 
in vain, or at best, will have to be repeated 


Here, too, the physician can play an impor- 
tant role Trained, he will be able to help 
combat the most disheartening of all occur- 
rences, reactivation and spread of the dis- 
ease 

Tuberculosis, an extremely serious disease 
from both the medical and public health 
points of view, taking a terrific toll of human 
lives, frequently crippling those whom it 
doesn’t destroy, necessitating an enormous 
outlay of money, both public and private, is 
a preventable disease To prevent it, it must 
be looked for The private physicians see 
larger numbers of sick people than any other 
agency They must be trained to be tubercu- 
losis conscious. If progress is to be made, and 
they can and should be the first line of de- 
fense 
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tion The Tuberculosis Association has equipped 
two city clinics with x-ray machines and plates 
and has Just purchased two 4x5 machines, one 
to be used in the Druid Health Center which Is 
In the center of the Negro district of Baltimore, 
and the other to be used in the Eastern Health 
District 

The annual death rate per 100,000 population 
for the total population of the state has declined 
from 202 1 in 1914 to 71 3 in 1940 In the white 
population the death rate has declined from 157 5 
in 1914 to 44 9 in 1940, and among the Negro popu- 
lation has declined from 405 6 in 1914 to 204 0 in 
1940 

As can be seen, the emphasis must be put upon 
the Negro and to this end all organizations have 
striven The State of Maryland has just Increased 
the capacity of the colored branch of the Mary- 
land State Sanatorium by approximately 100 beds 


which will give an approximate figure of 1 1 beds 
per Negro death The Tuberculosis Association 
has for years carried on a teaching clinic for 
Negro physicians at the Provident Hospital In 
Baltimore In the last two years, in cooperation 
with the District of Columbia and Virginia Associ- 
ations, as well as the American Social Hygiene 
Society, it has sponsored a three-day post gradu- 
ate seminar for Negro physicians Special em- 
phasis on Negro health education has been stress- 
ed by all organizations 

The trend in the tuberculosis death rate in 
Maryland Is In part ascribed to Improvement in 
the economic status and to a diminishing amount 
of community infection in consequence of educa- 
tion, case finding, and hospitalization 'These are 
some of the factors within our control and if used 
to their fullest extent, should encourage the belief 
of a continued decline In the extent of the disease 
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The Christmas Seal 
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Marshallton, Delaware 



In 1904, at the suggestion of Dr John J 
Black of New Castle, a meeting was called 
by the late Bishop Coleman at Blshopstead 
for the purpose of considering what could be 
done for the tuberculous cases in Delaware 
Those present at this meeting were Bishop 
Coleman, Drs Albert Robin, Joseph P Wales, 
Irving M Plinn, John J Black, P W Tomlin- 
son, Ralph Stubbs, also Mrs Ferdinand Gil- 
pin, Mrs Jane Pennewill, and Mrs Fenn At 
this meeting, the Delaware Antl-Tuberculosls 
Society was founded with Dr Black as presi- 
dent and Dr Wales as secretary 
Subscriptions were begun, which eventually 
netted around $4,000 00 With this money a 
shack was built on the meadow along the 
Brandywine Creek on ground belonging to 
the late Mr Alfred I duPont This shack 
consisted of quarters for eight patients with 
a bath in the center of the building 
In 1907 the financing of the care of these 
patients became quite acute, and Dr Wales 
consulted Miss Emily P Bissell relative to the 
raising of funds to continue this work Miss 
Bissell at that time was on the editorial staff 
of the Outlook and secretary of the Dela- 
ware Chapter of the American Red Cross, 
and had been greatly impressed with an arti- 
cle wlilch appeared tn the July Issue of the 
Outlook, by Mr Jacob Rlis, describing the ori- 
gin of the Danish Christmas Stamp or Christ- 
mas Seal, by Mr Einar HolboeU Mr Holboell 
was a postal clerk in Copenhagen, Denmark, 
and while engaged in stamping hundreds of 
letters and packages all carrying messages 
of good will and happiness for the Christmas 
season, had a thought “Why not put a tax 
on the mail and thereby obtain extra revenue 


‘Superintendent, Brandywine Sanatorium 


to be used for some philanthropic purpose?” 
For children — children ill vnth tuberculosis? 
nie tax should be small, he figured, and 
should carry something tangible as a reminder 
that the money was to help bring greater 
Christmas joy to many sick boys and girls 
The Christmas Stamp, as it was called, was 
the result of his thinking He aroused the 
interest of various prominent citizens, who 
in turn secured the consent of the reigning 
King Christian EX to honor the memory of 
the late Queen Louise by using her picture 
on the stamp The Government’s only stipu- 
lation was that the stamps should be different 
in shape and size from regular postage stamps 
and the Mmister of the Interior granted per- 
mission to sell the stamps in the post offices 
throughout Denmark They were printed in 
sheets of fifty and sold for 90 oere or if sold 
separately they were 2 oere each, about half 
a cent 

And so that first Christmas Beal sale was 
held m 1904, December 6 to January 6 In 
the little country of Denmark everybody soon 
heard of this new way to help sick children 
and all were eager to buy and use the stamps 
That first year over four minion were sold, 
representing an average of about two for ev- 
ery man, woman and child in the country, 
and the sum of 68,000 kroner was raised 

Miss Bissell realized what the closing of the 
shack would mean to these patients and their 
families She made up her mind that money 
must be raised “Why not try the Christmas 
Seal device in Delaware?” Again it was per- 
sistence, vision and a sincere belief in the 
penny emblem that were responsible for Miss 
Blssell’s first Christmas Seal sale In America 
She designed a seal with a holly wreath, and 
persuaded two women friends to loan $20 00 
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cacli to pay for the printing of 50,000 stamps 
She secured the Interest of the post office, 
women’s clubs, newspapers and shopkeepers 
who promised to help, and on December 9, 
1907, at a table In the corridor of the Wilm- 
ington Post Office a girl in Red Cross uniform 
sold envelopes enclosing 25 seals each to all 
passersby On the envelope was printed this 
message 

25 CHRISTMAS STAMPS 
One Penny Apiece 

Put this stamp, with message bright. 

On every Christmas letter 
Help the tuberculosis fight. 

And make the New Year better 

These stamps do not carry any kind of mall 
but any kind of mail will carry them 

The sales were good even after the enthusi- 
asm of the first day died down Miss Blssell, 
however, realized she could extend the sale 
further and turned to the Philadelphia North 
American, popular newspaper at that time 
for all nearby cities and towns There was a 
columnist on that paper, Leigh Mitchell 
Hodges, who shared her vision and put the 
story Into every paper from then on through 
Christmas It was he, too, who guaranteed 
to sell all her 50,000 stamps, telling her to 
print more They were put on sale in the 
street floor office of the newspaper Mr 
Hodges told the story in many ways, with a 
five-column head on the first page of the 
paper, with editorials and with news stories 
From Jacob Riis came this message to Miss 
Bissell on December 19 “Good for you and 
for the Philadelphia North American Keep 
it up I am glad the little seed I sowed in the 
Outlook last summer has borne fruit ’’ 

One Incident of the first sale has become 
historic through Mr Hodges’ telling, that of 
a little ragged newsboy Reaching up to the 
marble counter higher than his head, this 
grimy child put down his penny, saying, 
"Gi’me one Me sister’s got it ’’ “Those seven 
words settled it,” says Mr Hodges in an article 
thirty years later published in the Reader’s 
Digest “If a street kid could get the message, 
the messenger was the kind we needed ” 

That first sale netted Miss Blssell far more 
than her fondest dreams had anticipated 
Three hundred dollars had been her goal to 
save the shack, but $3,000 00 was raised, 
$1,013 97 from the North American’s sale 
alone Delaware was thoroughly convinced 


of the need for tuberculosis work and through 
state appropriations a state tuberculosis com- 
mission was created 

The following year. Miss Blssell, still making 
history, personally planned a publicity cam- 
paign and circularized 6,000 newspapers all 
over the United States An army of volun- 
teers enlisted, and by this enthusiastic effort 
$135,000 was raised in this first national cam- 
paign In Delaware, a farm was purchased 
two miles west of Marshallton on which site 
the present state sanatoria for white and 
colored patients is now located Following the 
purchase of this farm the original shack was 
moved from the Brandywine to this location, 
also smaller additional shacks were erected 
In 1909 an appeal was made to the Dela- 
ware State Legislature and it allotted $15,000 
a year for the treatment of tuberculosis The 
Delaware Tuberculosis Commission was ap- 
pointed to supervise the tuberculosis problem 
In the state Mr Joseph Bancroft was elected 
president, and Dr Harold Springer was elected 
secretary It was the function of this com- 
mission to select the suitable cases for admis- 
sion to the sanatorium, and to maintain the 
patients in the institution This commission 
also established tuberculosis clinics through- 
out the state, the majority of these clinics 
are still operated by the State Board of Health 
In 1911 the Jewish Welfare Society donated 
a building to the Brandywine Sanatorium 
The Catholic Daughters of America also add- 
ed a brick building about this time 
In 1912 a campaign was conducted for the 
raising of funds for the present main build- 
ing Mr Pierre S duPont gave the greater 
part of the money for the erection of this 
building Following its construction, the other 
buildings and shacks were used for the hous- 
ing of the staff and help 
No provisions had been made previously for 
the colored tuberculous patients In 1915 
money was appropriated by the Legislature 
for the care of these cases A building on the 
gp'ounds of the Delaware Anti-Tuberculosis 
Society was used for this purpose This was 
the first sanatorium in the United States and, 
in fact. In the world, for the treatment of 
colored tuberculous patients About two or 
three years later the Legislature granted 
money for the purchase of grounds and the 
erection of a sanatorium for these colored 
patients The ground was purchased and a 
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sanatorium was erected one mile from the 
Brandywine Sanatorium The large farm 
house on the Brandywine grounds wels then 
renovated for the preventorium for children, 
which is now known as Suimybrook Cottage 

With the increasing demands upon the 
Delaware Anti-Tuberculosis Society, the fi- 
nancing became a difficult task so that in 
1925 the society offered the sanatorium to 
the State of Delaware gratis, if the state would 
assume the responsibility for its future opera- 
tion That year the Legislature accepted the 
responsibility and placed the operation of the 
sanatorium under the State Board of Health 

The demand for admission to both sana- 
toria continued to grow, thereby requiring 
additional buildings Today Brandywine has 
two main buildings for adults and a children’s 
buUding, with a total bed capacity of 160, 
whUe Edgewood which received money from 
the State Legislature to erect a new building, 
opened in January 1940 on the Brandywine 
grounds, has a bed capacity of 68 

Previous to the first Christmas Seal sale 
only eight states had active tuberculosis as- 
sociations The Christmas Seal, however, 
stimulated state after state to organize groups 
of men and women who in turn influenced 
local groups to carry on campaigns in their 
own communities By 1917 every state in the 
Union had its own tuberculosis association 
and together, led by the National Tuberculosis 
Association, conduct their country-wide well- 
organized program 

On the twentieth birthday of the Christmas 
Seal, Miss EmUy P Bissell received congratu- 
lations from many of her friends throughout 
the country Col Charles A Lindbergh flew 
from Wilmington to Philadelphia, taking from 
her a package of Christmas Seals which he 
delivered to the Mayor of Philadelphia — the 
first Christmas Seals to go on sale there that 
year 

In 1936, the year of the thirtieth Christmas 
Seal sale, an anniversary luncheon was given 
in her honor in Wilmington, Delaware, with 
Leigh Mitchell Hodges as toastmaster Al- 
most 500 men and women were present to 


pay tribute to the continuous and devoted 
service Miss Bissell has given to the tubercu- 
losis movement Hundreds of telegrams and 
messages of congratulation were sent to her, 
not only from this country, but from many 
foreign lands where Christmas Seals are sold 
In November, 1937, two nations and the 
Tuberculosis Associations of the United States 
honored Miss Bissell— the "Lady of the Christ- 
mas Seal ’’ 

On the site of one of the early cottages for 
tuberculosis sufferers, now the home of the 
Brandywine Sanatorium, scores of men and 
women from all parts of the country gathered 
for the unveiling of the bronze plaque, erected 
by the Tuberculosis Associations of the United 
States A national and state committee on 
arrangements for the program represented 
every section of the Nation One of the prin- 
cipal guests at the exercises was Dr Otto 
Wadsted, Danish Minister to the United 
States, in whose coimtry the first Christmas 
seal of the world was started He unveiled 
the tablet The bronze tablet has this legend 

“This tablet commemorates the fornid- 
Ing of the first Christmas Seal in this 
country by Miss Emily P Bissell of Wil- 
mington, Delaware, December, 1907 
From small beginnings, the annual 
Christmas Seal sale has financed the de- 
velopment of the organized fight against 
tuberculosis, in every state, resulting in 
saving thousands of lives Erected by the 
Tuberculosis Associations of the United 
States, December, 1937 ” 

Miss Bissell has been president of the Dela- 
ware Anti-Tuberculosis Society since 1907 — 
and under her leadership the society has been 
a very important factor in the fight waged 
against tuberculosis in the state For several 
years the state has enjoyed the highest per 
capita return from its seal sale of the forty- 
eight states 

According to the records of the statistical 
department of the State Board of Health— 
Delaware’s tuberculosis death rate in 1910 was 
184 per 100,000 population, in 1941 it was 55 
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Brandywine Sanatorium 

Mahshallton Delaware 


The present sanatorium had for Its beginning a wooden 
shack for the care of eight tuberculous patients, situated 
on ground along the Brandywine, belonging to the late 
Mr Alfred I duPont The present site was purchased In 
1907 and the original shack was moved to this new site, 
as well as additional small units being constructed one 
by the Catholic Daughters of America and another by the 
Jewish Welfare Society 

The present administrative building was erected In 1912 
In 1927 the buildings and grounds were donated to the 
state by the Delaware Antl-Tuberculosls Society who had 


operated the sanatorium since Its beginning The state has 
added a 36-bed children s hospital and a 48-bed Infirmary 
building as well as necessary facility and staff buildings 
The present capacity Is 160, 124 adults and 36 children 
All forms of tuberculosis are admitted An In-and-out- 
patlent pneumothorax department is maintained at the 
sanatorium while other operative procedures are done at 
the Memorial Hospital In Wilmington Only bona fide 
state residents are admitted Dr L D Phillips Is the Su- 
perintendent and Medical Director 



Edgewood Sanatorium 

Mabshallton, Delaware 


Edgewood Sanatorium located near Marshallton, Dela- 
ware, was the first sanatorium In the United States to be 
manned by an entirely Negro staff It was made possible 
by the same untiring workers who were responsible lor the 
establishment of Brandywine Sanatorium for white pa- 
tients In Delaware The question of the establishment of 
some care for the colored tuberculous In the state was first 
discussed In 1912 under the leadership of mIm Emily P 
Blssell, President of the Delaware Anti-Tuberculosis So- 
ciety Among the other pioneers who assisted were John J 
Black, MJD , Bishop Coleman Mrs Ferdinand QUpIn, Mrs. 
Jane Pennewlll, A Robin, MX), Joseph P Wales MX) 
Irvine M FUnn. MX) , and Peter W Tomlinson, MX) In 
1913, the State Legislature appropriated $10 000 00 with 
the provision that the Delaware Antl-Tuberculosis Society 


was to raise a like sum This was accomplished and In 
1914 a unit was provided at Hope Farm (Brandywine 
Sanatorium) for colored patients In 1915, the Ilrst Edge- 
wood Sanatorium was opened In the latter part ol 1840 
the new Edgewood Sanatorium made possible by the ap- 
propriation of $150,000 00 hy the State Legislature, was 
opened. It has a capacity ol 68 (62 adults, 6 children) 
The Medical Director Is Conwell Banton MX) , and the 
Acting Superintendent is Miss Rachel B Connor BJ7 
The sanatorium Is for bona fide state residents All forms 
of tuberculosis are admitted There is an In-and-out- 
patlent pneumothorax department, while other forms of 
surgery are done at the Memorial Hospital Wilmington 
Delaware 
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Pennsylvania — A Pioneer 

RUSSELL S ANDERSON, MXI * 

Erie, Pennsylvania 


The year 1942 witnesses the accomplishment of 
fifty years of organized effort against tuberculosis 
in Pennsylvania Much that our generation pos- 
sesses in the way of resources designed to wage 
war against the ancient plague had Its genesis m 
the Keystone State One may go further and lo- 
calize some of our beginnings in the venerable city 
of Philadelphia Here were not only the cradle of 
American liberty and the seat of the first medical 
school in the land, but also the birthplace of or- 
ganized opposition to the ravages of consumption 

Prior to fifty years ago, Pennsylvania shared the 
common lot and took tuberculosis as a matter of 
course Koch’s discovery of the tubercle bacillus 
had been known for ten years yet Impressive 
health measures to crystaltee the Import of his 
discovery had yet to appear Practically nothing 
had been done by any agency, public or private, 
to either prevent the disease or to effectively treat 
those who had become Its victims Hospital facili- 
ties were almost negligible and preventive meas- 
ures were simply an absent quantity Despite the 
fact that tuberculosis was by far the leading cause 
of death at that time, official health boards paid 
virtually no attention to the problem, antl-tuber- 
culous legislation was a rarity and only an occa- 
sional physician manifested noticeable interest In 
Its presence What was true of Pennsylvania up 
to that time had been equally true throughout the 
nation, with the possible exception of two or three 
localized communities 

Out of this void there arose In Philadelphia In 
the year 1892 an organization whose basic princi- 
ples and early actmtles hade done much to point 
the way to a succeeding campaign against tuber- 
culosis In that year, a lew physicians and for- 
ward-looking laymen, rmder the stimulation and 
^dance of the late Dr Lawrence Flick of PhUa- 
delphla, organized the Pennsylvania Society for 
the Prevention of Tuberculosis This organiza- 
tion, which In 1920 changed Its name to the 
Pennsylvania Tuberculosis Society and which also 
observed its fiftieth anniversary In Philadel- 
phia In June of this year. Immediately set about 
the task of educating the medical and lav public 
as to the known truths of tuberculosis This In- 
volved the preparation of vast amoimts of printed 
matter and addresses to medical societies and lay 
organizations Every effort was made to stimulate 
proper control legislation and to encourage the 
development of hospital facilities for the care of 
the tuberculous sick 

The young organization struggled along for 
eighteen years before Its financial support be- 
gan to grow appreciably Nevertheless, It accom- 
plished much with the meager tools at Its dis- 
posal during the Interim One of Its greatest 
achievements was an Indirect one Taking pre- 
cedent from the result of Philadelphia and Penn- 
sylvania’s initiative, similar organizations began 
to appear elsewhere In the United States and 


♦Medical Director, Erie County Tuberculosis Hospital 


throughout the civilized world One of these was 
the National Tuberculosis Association, organized 
In 1904 Here, then, were the beginnings — and the 
accomplishments of these groups to date are too 
wen known to need repetition here 
Pennsylvania was also a pioneer in the develop- 
ment of facilities required for the isolation and 
care of tuberculous patients Again the name of 
Dr Flick enters into the early picture, although 
his efforts were not the very first In 1869 a 
valuable piece of property including a substantial 
dwelling or two, was offered in Chestnut Hil l 
Philadelphia, as a haven for those “afflicted with 
consumption ’’ Legend has It that this novel Idea 
was bom of spite rather than charity and was 
intended to mar the tranquility of that staid 
aristocratic and mld-Victorlan suburb — mute evi- 
dence of the low regard held for tuberculosis at 
that time and the stigma placed on individuals 
suffering from the disease 
Whether this not too pretty tale is true, such 
an institution nevertheless actually developed on 
the premises The Protestant Episcopal Mission 
of Philadelphia acquired the property and found- 
ed The Home for Consumptives some years later 
This Institution flourishes to this day and has In 
the years between offered sanctuary to thousands 
of hapless victims of tuberculosis 
Just prior to his successful contribution in the 
organization of the Pennsylvania Society for the 
Prevention of Tuberculosis Dr Flick succeeded 
in forming the Rush Hospital for Consumptives 
and Allied Diseases This Institution was opened 
In 1802 Two years later the Free Hospital for 
Poor Consumptives was founded at White Haven 
and again the hand of Dr Flick together with 
the collaboration of the Reverend Father Scully, 
was responsible As an outgrowth of this valuable 
undertaking. Dr Flick became associated with the 
industrialist, Henry Phipps Together In 1903 they 
founded the Henry Phipps Institute from whence 
so much of scientific achievement has come these 
many years 

It is of interest to note here that this long 
flourishing Institution has not onlv done remark- 
able work among the poor of Philadelphia but 
has produced some of the most outstanding 
clinicians and teachers in the tuberculosis field 
in this state Very high on the list among these 
was the late Dr H R M Landis whose biography 
and achievements appear elsewhere 
By this time It was apparent that the tubercu- 
losis question burned most urgently in the homes 
of the poor If a successful fight was ever to be 
waged against the disease tax-supported Institu- 
tions must be brought into the picture The 
eminent champion and father of this cause was 
the late Secretary of State, Department of Health, 
Dr Samuel G Dixon Largely through his efforts, 
the sanatorium known originally as South Morm- 
taln Camp Sanatorium, opened In 1902 at Movmt 
Alto, became a state Institution in 1907 ’This is 
(Continued on page 360) 
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Tuberculosis Pioneers in Pennsylvania 
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1851 1918 1856 1938 

State Comlssloner of Health, Pennsylvania, 1905 to Organizer and First President, Pennsylvania Tuber- 
1918 culosls Society 



Henhy R. M. Landis. MJ) 

PmLADUPHIA PomSYiVAJHA 
1897 1937 

Director Clinical and Sociological Department, Henry 
Phipps Institute 



William Devitt. MJ) 

Auxwwood Pehhsvlvawia 
1874 

First President, Federation of American ^anato^ 
(1036-37) (now American College of Chest Physicians) 
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Pennsylvania Sanatoria 



Pennsylvania State Sanatorium, No. 1 


SotTTH Mountain, Pennsylvania 


The Pennsylvania State Sanatorium for Tuberculosis 
No 1 at South Mountain was founded In 1003 It is 
located In the center of a 56,000-acre state forest reserva- 
tion In Franklin County Pennsyh’anla at an elevation of 
1650 feet 

The main structures of this Institution are the Adult 
Hospital Building, modem and completely equipped with 
a capacity of 766 beds the Children's Hospital with a 
capacity of 330 beds for children between the ages of four 


and sixteen years 

In addition there are four modem brick units with 
49-bed capacity each for the care of ambulatory patients 
and also 68 of the Samuel Dixon cottages, each accommo- 
dating eight patients designed by Samuel G Dixon who 
organized and was first Commissioner of Health of Penn- 
sylvania, making a total capacity for the Institution of 
1750 beds Dr C C Custer Is the Medical Director 



Pennsylvania State Sanatorium, No. 2 


Cresson, Pennsylvania 


Pennsylvania State Tuberculosis Sanatorium has 850 
beds and was opened December 1912 There Is a special 
building for children which Includes twenty-fhe beds for 
Infants over eighteen months Adult patients In all stages 
of pulmonary tuberculosis are admitted regardless of dis- 
tinction of color or age An addition now under construc- 
tion will provide two modem operating rooms with neces- 


sary adjuncts and housing for twenty-four surgical pa- 
tients This building will probably be ready for occupancy 
In Autmnn of 1942 

The sanatorium was bunt and Is operated by the State 
Health Department and maintained entirely by state ap- 
propriation There are no charges of any kind Dr Thomas 
H A Stltes Is the Medical Director 


350 



Hamburg State Sanatorium 

Hambuhg, Berks CoxmTY, Pennsylvania 


In October, 1914, this Institution, located on a tract of 
more than three hundred acres and with a capacity of 450 
beds, received Its first patients The sanatorium Is a com- 
plete unit, with power plant water and sewage treatment 
plants laundry, bakery and farm 
Admissions to date have totalled more than 20 000 In 
1932, two units for ambulatory cases were constructed 


adding 90 beds four additional units with a combined 
capacity of 200 beds as weU as a nurses home, were 
completed In 1938 and during the same year a complete 
surgical unit with 36 beds and two alr-conditloned oper- 
ating rooms was dedicated, since which time major chest 
surgery has been practiced The present capacity Is 776 
beds Dr Henry A Gtorman Is the Medical Director 



Eagleville Sanatorium 

Eagleville, Pennsylvania 


The Eagleville Sanatorium Is situated in the beautiful 
Perklomen Valley, twenty-three miles from Philadelphia 
and three miles northwest of Norristown. It Is designed 
and equipped for the care of patients suffering from pul- 
monary tuberculosis, all forms The capacity is 200 There 
Is a modem fireproof hospital with complete operating 
facilities eight cottages a central dining hall and a cen- 
tral power plant, all equipped In the most modem fashion 
Arrangements can be made for the reception of patients 
In all economic lev-els. There are 160 free and part-pay 
beds and 60 beds for private patients 
The dispensary social service department and executive 


offices are located at 1332 Pltzwater Street, Philadelphia 

The medical staff Includes recognized tuberculosis spe- 
cialists In Philadelphia who visit weekly and some of the 
finest specialists In the collateral branches of medicine 
There are two resident physicians and a corps of expert 
nurses Slxty-flve to seventy per cent receive some form 
of collapse therapy 

The Institution Is maintained by state aid the Phila- 
delphia Community Chest board from patients and In- 
come from endowment funds Dr A. J Cohen Is the 
Medical Director 
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Erie County Tuberculosis Hospital 

Erie, Pennsylvania 


The Erie County Tuberculosis Hospital la a county In- 
stitution, located Immediately south of the City of Erie 
The first patient was admitted on January 26 1938 
There Is a bed capacity of 65 of which nine are In private 
rooms and all but eight of the remainder In four-bed 
wards 

The Erie institution follows the principle of strict pro- 


longed rest supplemented by the Intense use of collapse 
therapy in a very high percentage of cases The clinical 
work Is supported by the institutions own x-ray and 
clinical laboratories and dental and dietetic departments 
Dr R S Anderson has been the Superintendent and 
Medical Director since the hospital opened There Is a 
i&rge consulting staff 



Rossmere Sanatorium 

Lancaster, Pennsylvania 


Rossmere Sanatorium was first opened in 1925 It Is a pltals or to Pennsylvania Hospital and Jefferson osp 
semi-private sanatorium admitting all stages of tubercu- In Philadelphia Out-patient sen Ice provided by Tubercu 

losis in any form, llnolted to residents of the state Dlag- losls Society of Lancaster County Dr Murray K. SpSh- 

nostlc and treatment facilities are x-ray pneumothorax man Is the Medical Director 
cases requiring thoracoplasty are transferred to local hos- 
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Beaver County Sanatorium 

Monaca, Pennsylvania 


Beaver County Sanatorium Monaca Pennsylvania, was Beaver County for a year or more of any race religion or 
opened In 1923 and houses sixty patients Only pulmonary creed First patient was admitted on February 8 1924 and 

tuberculosis cases are admitted In all stages of disease since then 1724 patients have been treated 

All types of collapse therapy are used in treatment Pa- Margaret Boal R , Is the Superintendent and Dr Ruth 

tlents must be over sixteen years of age, residents of W Wilson Is the Medical Director 



The Home for Consumptives 

Chestnut Hill, Pennsylvania 


The Home for Consumptives is the oldest sanatorium 
for the treatment of tuberculosis In the United States 
The first patients were admitted In 1877 and it has 
been In continuous operation at its present location for the 
past sLxty-five years 

Patients are admitted In all stages of the disease 
AU modem methods of treatment. Including thoracic 


surgery are employed by a complete staff of specialists 
The sanatorium Is operated by the Episcopal City Mis- 
sion of Philadelphia but is non-sectarian regarding pa- 
tients The rates are very moderate 
For Information concerning admission of patients ad- 
dress Episcopal City Mission 225 South Third Street 
Philadelphia Pa 
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Pittsburgh Tuberculosis Hospital 

PrrrsHtniGH. Pennsvxvania 


The Pittsburgh Tuberculosis Sanatorium was opened In 
September 1916 with a capacity of 125 beds Pittsburgh 
thus became the first city In the State of Peimsylvanla to 
have Its own hospital for the treatment of tuberculosis 
It Is situated on a plateau overlooking the Allegheny 
River 

The sanatorium Is equipped with a radio system consist- 
ing of a central station and Individual ear phones at each 


bed There is also a theatre with a seating capacity of 300 
The bed capacity has been Increased and in 1939 was 
460 beds Obstetrical service has been added to the regular 
activities of the hospital and modem x-ray and operating 
rooms Installed 

Dr George E Martin is the Superintendent of the Pitts- 
burgh Tuberculosis Sanatorium and Dr I Hope Alexander 
is Director of the Department of Public Health 


The Tuberculosis 
League Hospital 

PrrrsBUHGH, Pennsylvania 





The Tuberculosis League Hospital located 1100 feet 
above sea level only one mile from the heart of a great 
Industrial city yet having spacious grounds has an ad- 
vantage unique In the field of tuberculosis prevention 
Departing from the usual practice of establishing a base 
far distant from the source of patients the League has 


developed an organlzaUon whose many ramifications arc 
coordinated and guided from one point In the midst o a 
population of I 500 000 The buddings are designed to 
make possible a complete diagnostic and treatment service 
for the 150 hospital patients and for the 6 000 patients who 
annually visit Its out-patient department. 
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Pennsylvania Sanatoria 



Berks County Tuberculosis Sanatorium 


Reading, Pennsylvania 

The Berks County Tuberculosis Sanatorium, located In Berks County in accordance with the legislation that gov- 
Bem Township six miles west of Reading Pennsylvania ems operation of county sanatoria 

had as Its beginning the Neverslnk Mountain Sanatorium Equipped In the manner of a general hospital and with 
founded in 1910 In 1032 following construction of a new faculties for the accommodation of 138 patients the Berks 

modem hospital the Neverslnk Sanatorium was abandon- County Sanatorium Is prepared to treat all forms of tu- 

ed and the new quarters occupied berculosls or Its complications, either medical or surgical 

The sanatorium Is supported entirely by county tax Dr John H Blsblng Is the Superintendent 
funds and admission of patients Is Umlted to residents of 



White Haven Sanatorium 


White Haven, Pennsylvania 

White Haven Sanatorium admitted Its first patients at The hospital facilities comprise the most modem and 
Its present site In the Pocono Mountains (at White Haven, complete equipment for the treatment of tuberculosis com- 

Pa.) In 1901 The sanatorium had been organized six blned with the services of a staff of consulting physicians 

years earlier by Lawrence P Flick, MX) one of the early and surgeons eminent In their respective specialties 
pioneers In tuberculosis who continued his association Harold T Prentzel, Fellow of the American College of 
with the hospital staff until his death In 1937 Hospital Administrators and President of the Hospital As- 

Wlth a bed capacity of 240, facilities are available for soclatlon of Pennsylvania Is Administrator of the sana- 

126 patients with private accommodations in single and torium Competent specialists who have met the requlre- 

two-bed rooms Beds In commxmlty buUdlngs are not ments of their fields supervise the x-ray laboratory, diet- 

available because of excessive demands ary, nursing pharmacy, farm pasteurization engineering 

The resident medical staff Is under the direction of and maintenance departments 
Christian W Nlssler, MX) 
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Tuberculous Tracheobronchitis'^ 

LOUIS H CLERF, MH 
Philadelphia, Pennsylvania 


Although the pathology of tuberculous 
tracheobronchitis was described about one 
century ago, its clinical importance was not 
recognized imtil the last decade This recog- 
nition IS in great part attributable to bron- 
choscopy The remarkable progress made in 
the field of tuberculosis by this diagnostic 
aid during the past ten years has conclusively 
answered the query — is bronchoscopy mdicat- 
ed in tuberculosis?’ 

Tuberculous tracheobronchitis is a specific 
inflammation of the trachea or bronchi caus- 
ed by the tubercle bacillus It must not be 
confused with tracheobronchial tuberculosis, 
a term which should be used to denote tu- 
berculosis of the tracheobronchial lymph 
nodes While it has been classified variously, 
the simplest and probably the most practical 
classifications are those of Samson^ and of 
Myerson^ These include the nonulcerative, 
nonstenotic or infiltrative lesions, the hyper- 
plastic, granulomatous or tuberculomatous 
and ulcerative lesions often considered as 
ulcerogranulomatous, and represent different 
stages of the same process The fibrostenotic 
group represents the results of healing Two 
or more of these may be observed in the same 
patient 

Regarding the pathogenesis of these tuber- 
culous lesions, considerable evidence has been 
produced to support the belief that they may 
occur by direct contact or implantation, by 
continuity, by contiguity, or by hematogenous 
infection Myerson is of the opinion that the 
tuberculous infection progresses from the 
parenchyma of the limg by way of the smaller 
bronchi imtll it reaches a main bronchus 
Auerbach^ found Involvement of the bronchi 
close to the cavities in over 90 per cent of 
the cases in which he performed autopsies 
While a large number of the lesions foimd 
in the larger bronchi are seen to extend from 
the orifice of a bronchial subdivision, there 
are cases in which isolated lesions are ob- 
served in the trachea or in a main bronchus 
and in which no connection can be demon- 


•Read at meeting of New York State Chapter of 
American College of Chest Physicians held at 
New York City on January 23, 1942 


strated with bronchial orifices Obviously no 
one mode of Infection can explain all of these 
cases I believe, however, it can be accepted 
that tuberculous tracheobronchitis rarely is 
a primary disease, although there are observed 
instances in which it is impossible to demon- 
strate a parenchymal lesion In such a case 
observed by me there was fmmd an ulcero- 
granulomatous lesion in the left main bron- 
chus with extension to both lobar bronchi 
Repeated examinations of the chest both by 
physical examination and x-ray study failed 
to reveal any evidence of parenchymal dis- 
ease and the patient ultimately made a com- 
plete recovery 

The occurrence of tuberculous tracheo- 
bronchitis does not serve as an Index to the 
extent of pulmonary Involvement It may 
occur as a complication in cases of minimal 
as well as advanced disease The findings at 
autopsy cannot be compared with the findings 
at bronchoscopy for all patients dying of pul- 
monary tuberculosis usually have advanced 
disease whereas patients examined broncho- 
scoplcally presumably still are in fairly good 
condition There are a few statistical reports 
based on consecutive adrmssions which were 
studied bronchoscopically Probably the best 
report on the general incidence is that of 
Mclndoe and his associates* who did broncho- 
scopic studies on 272 patients as routine ad- 
missions In this series they found 11 per 
cent of demonstrable tuberculous tracheo- 
bronchitis Other series have been reported 
with usually a much higher Incidence of 
tracheobronchial involvement, but these were 
not consecutive adrmssions In the series of 
cases examined by me totaling 177 patients 
there were found 48 instances of demonstrable 
tuberculous lesions, a percentage of 27 In 
addition there were five patients in whom one 
could not be certain whether the bronchial 
lesions were tuberculous or of pyogenic ori- 
gin It is possible, therefore, that the rate 
was higher than 27 per cent The reason for 
the high incidence m this group is that these 
patients were referred for bronchoscopy be- 
cause there were evidences by physical signs, 
roentgen study or subjective symptoms which 
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pointed to the probability of tuberculous 

tracheobronchitis 

It is of interest to note that this compli- 
cation is more common in women than in 
men In my group there were 33 females and 
15 males Various explanations have been of- 
fered Also, it is more common in the left 
bronchus 

In general, the findings that would sug- 
gest the presence of tuberculous tracheo- 
bronchitis may be divided into subjective 
symptoms, certain physical signs, roentgen 
ray evidences and variations in sputum The 
most conunon indication in my series was 
unexplained roentgen ray findings The pres- 
ence of positive sputum in an apparently con- 
trolled pulmonary lesion and variations in 
the quantity of sputum, also variations in 
the finding of tubercle bacilli often are ex- 
plained by a tracheobronchial lesion Wheez- 
ing respiration and irritative cough should 
always suggest the possibility of a tuberculous 
lesion 

It is often difficult to classify cases on the 
basis of the bronchoscoplc findings, due to 
the co-existence of two or more lesions In 
7 patients the lesion was definitely submucosal 
and did not exhibit ulceration It was ob- 
served that irritative cough is a common 
symptom in patients with submucosal infil- 
tration Granulomatous and ulcerative types 
frequently coexist as also do the ulcerative 
and the cicatricial Ulcerogranulomatous 
cases numbered 23 There were 7 cases of 
ulcerogranulomatous lesions with cicatricial 
stenosis and 11 cases of cicatricial stenosis 

Discrete pedunculated granuloma may pro- 
duce bronchial obstruction with retention of 
secretions and drowned lung One such case 
was observed The patient, aged 28 years, 
had pulmonary tuberculosis for two years 
Beginning several months prior to broncho- 
scopic examination there were periods of fever 
with chills, cough, a peculiar strangling sen- 
sation followed by discharge of a large quan- 
tity of pus The cough at times exhibited a 
ciurlous whistling sound Following an epi- 
sode of cough and evacuation of pus the 
temperature would return to normal At 
bronchoscopy, there was found a large pe- 
dunculated granulomatous mass occluding 
the right bronchus beyond the orifice of the 
upper lobe bronchus This was removed bron- 
choscoplcally with striking changes in the 


patient’s general condition, physical signs and 
roentgen findings Iodized oil was later in- 
stilled into the right bronchus and a saccular 
bronchiectasis was demonstrated This pa- 
tient ultimately was treated by thoracoplasty 
with a very satisfactory result 

Wheezing respiration and cough are com- 
monly observed in partial bronchial obstruc- 
tion The following case is illustrative Male, 
age 32 years, developed wheezing and per- 
sistent cough following a cold Repeated 
studies of the chest and sputum were nega- 
tive for tuberculosis At bronchoscopy there 
was found an extensive granulomatous lesion 
involving the left main bronchus and extend- 
ing to the orifices of both upper and lower 
lobe bronchi Secretions and tissue removed 
were positive for tuberculosis The patient 
was again studied roentgenoIogicaUy, making 
films at the end of inspiration and expiration 
and marked obstructive emphysema was 
found He was placed on an anti-tuberculous 
regimen and ultimately made a satisfactory 
recovery At no time could there be demon- 
strated any evidences of parenchymal tuber- 
culosis This case demonstrated the possi- 
bility of a primary focus in the larger bronchi 
The case also demonstrates that spontaneous 
recovery is possible without any form of endo- 
bronchial treatment 

Although commonly observed in the adult 
form of tuberculosis, granulomatous lesions 
may be observed in the young While these 
commonly represent the intrusion of a tu- 
berculous Ismiph node into the bronchus there 
are occasionally observed cases in which this 
has not occurred The following case is illus- 
trative A child, age 10 months, who had 
been treated for bronchial asthma, was finally 
examined bronchoscoplcally to explain a 
marked obstructive emphysema of the lung 
At bronchoscopy there was found a small 
granuloma in the right bronchus which was 
removed and proved to be tuberculous 

It is important to bear in mind that the 
bronchoscopist can see only the proximal end 
of the lesion in a case of stenosis of a bron- 
chus He cannot give an opinion concerning 
the mucosa beyond the point of stenosis It 
Is probable that ulceration may persist par- 
ticularly in those cases where tubercle bacilli 
still are found in the bronchoscoplcally re- 
moved secretions or in the sputum In addi- 
tion a number of cases of cicatricial stenosis 
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ultimately develop bronchiectasis The amount 
of retention of secretion depends upon the 
degree of stenosis In two cases there was 
observed complete stenosis or obliteration of 
a bronchus, in one the orifice of the middle 
lobe bronchus was obliterated and in the 
other the right bronchus Immediately be- 
yond the upper lobe bronchial orifice was 
atresic The lung beyond the point of stenosis 
was airless and at no time could there be 
foimd any commrmicatlon at the point of 
stenosis 

In the differential diagnosis it is necessary 
to consider other forms of ulceration Carci- 
noma and tuberculosis may be found to co- 
exist In the presence of a positive sputum 
and a characteristic tuberculous lesion diag- 
nosis usually is not difficult While the ob- 
jections to biopsy of a tuberculous lesion may 
in part be theoretical, it probably is safer 
not to resort to this procedure unless the 
appearances of the lesion are more sugges- 
tive of new growth than of tuberculosis In 
the early days of bronchoscopy when our 
knowledge of tuberculous tracheobronchitis 
was meager, biopsy was performed more often 
I cannot recall a single instance in which 
there were any untoward effects In spite of 
this, however, I do not believe that It should 
be performed unless the indications are well 
defined 

Treatment — There appears to be consider- 
able difference of opinion regarding the plan 
of treatment to be employed endobronchially 
in tuberculous tracheobronchitis This is in 
great part due to the recent acquisition of 
our knowledge concerning this condition and 
also that inadequate time has elapsed to per- 
mit arriving at final conclusions There still 
is difference of opinion regarding the treat- 
ment of tuberculous larsmgltls There are 
those who believe that treatment of infiltrat- 
ing and ulcerogranulomatous lesions is of no 
avail since the disease either wHl progress or 
recover spontaneously without endobronchial 
manipulations Irradiation therapy has been 
recommended with variable results Keman® 
has employed ultraviolet lamp therapy to the 
nonulcerative, infiltrating lesions and is of 
the opinion that it exerts a beneficial effect 

Ulcers are commonly treated by some form 
of cauterization Silver nitrate seems to be 
more generally employed and is used in vari- 
able strengths from 5 to 25 per cent There 


November 

is difference of opinion regarding the desira- 
bility of using strong solutions because of 
subsequent cicatrization Electrosurglcal cau- 
terization and electrocoagulation have been 
employed The results reported, too, are vari- 
able The use of a 5 per cent sUver nitrate 
to ulcers has probably given better results 
in my cases than any other form of treat- 
ment A number of cases were treated by 
electrocoagulation and in Instances satisfac- 
tory results were secured, but in an equally 
large number these could not be corroborated 
I believe it is important to make very super- 
ficial applications so that the underlying tis- 
sues are not injured I do not favor extensive 
cauterization as I believe it Increases scarring 
and it is questionable whether it will material- 
ly alter the progression of the lesion 

I still believe that the Important consider- 
ation in the treatment of tuberculous tracheo- 
bronchitis is dependence on systemic measures 
together with collapse therapy if there is little 
or no obstruction Mechanical removal of 
granuloma is inadvisable unless the lesion is 
more or less pedunculated and single This 
was practiced in one case with a satisfactory 
result 

Cicatricial stenosis of the bronchus is ex- 
ceedingly difficult to treat and each case 
must be considered individually This is par- 
ticularly true if the cicatricial process in- 
volves the entire circumference of the bron- 
chus These patients frequently present prob- 
lems that have to do with retention of pus, 
fever, chills, etc As is the case with all forms 
of cicatricial stenosis of the bronchus, dila- 
tation by bouginage gives but temporary re- 
lief There are times when this is nevertheless 
desirable in order to Improve drainage I 
have treated four cases of cicatricial stenosis 
of marked degree by bouginage In two the 
benefits were temporary in that ultimately 
the patients developed persistent fever with 
extensive suppuration beyond the point of 
stenosis and it was necessary to carry out 
some other plan of therapy In both of these, 
pneumonectomy was successfully performed 
In a third cases, dilatation was carried out 
for a time but the patient became discouraged 
and the procedure was discontinued (Fig 1) 
In a fourth case, still under treatment, there 
is marked stenosis of the left main bronchus, 
the lumen of which is not more than 3 or 4 
millimeters in diameter The lumen is ringed 
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with small granulations and after three or 
four weeks these become almost completely 
obstructive with retention of a large quantity 
of pus beyond the point of stenosis If the 
patient is treated every three or four weeks, 
she continues afebrile and appears to be In 
very satisfactory condition It is very probable, 
however, that ultimately it will be necessary 
to resort to some other form of procedure, 
preferably pneumonectomy 
Kernan^ has employed a copper bougie elec- 
trode for ionization and believes that this aids 
In dilatation of the stenosis Not all cases of 
stenosis require treatment The determining 
factor is whether or not there is retention 
of secretions with suppuration distal to the 
point of narrowing I have under observation 
four cases with stenosis of the bronchus in 
whom there is no retention of secretions and 
the patients are relatively comfortable One 
cannot, of course, determine when there wlU 
be an increase in the narrowing of the exist- 



Fiff 1 Roentgenogram of chest of a woman 
aged 36 years, who has pulmonary tuberculosis 
with cicatricial stenosis of the left main bron- 
chus, collapse of left lung with retraction of 
trachea to left and evidences of bronchiectasis 
of lung Bronchoscoptc dilation of the stric- 
ture and aspiration of pus gave temporary 
benefit but the patient did not loish to continue 
treatment With irregular fever, sweats, pain 
in left chest and increasing dyspnea the prog- 
nosis is unfavorabw 


ing stenosis with infection beyond (Fig 2) 
Complete occlusion of the bronchus would be 
desirable Two patients with this condition 
have been observed and they are free from 
symptoms At the request of Dr A J Cohen 
and Dr George Willauer, I attempted to pro- 
duce stenosis of the bronchus in four patients 
following thoracoplasty with a view of pro- 
ducing atresia of the bronchus Acid acrl- 
flavlne solution was employed In three in- 
stances the results were very satisfactory but 
in the fourth case there occurred a serious 
infection beyond the point of stenosis and 
the patient developed a marked bronchiecta- 
sis, expectorated enormous quantities of pus 
and entered into a state of chronic invalidism 
Following this I discontinued the procedure 
as I do not believe it is entirely free from 
danger I believe, therefore, that simple dila- 
tation and bronchoscopic aspiration of se- 
cretions beyond the point of stenosis is indi- 
cated in those who have suppuration The 
employment of salt solution containing ephe- 
drine sulphate may be Instilled beyond the 
point of stenosis to aid in getting rid of se- 
cretions and shrinking the mucosa I have 
not employed other forms of medication I 



Fig 2 Roentgenogram of chest made after 
instillation of iodized oil in left bronchus of a 
woman, aged 27 years, revealed marked nar- 
rowing of left main bronchus (shown by ar- 
row) with bronchiectasis of many subdivisions 
beyond the point of stenods The stenotic lu- 
men is about 3 millimeters in diameter and 
resists dilation There is practically no reten- 
tion of secretion beyond the stricture except 
following acute respiratory infections The 
sputum now is free from tubercle bacilli and 
she is symptom-free except for episodes of fever 
and chilliness with purulent sputum ana evi- 
dences of retention of secretion with each res- 
piratory infection These respond promptly to 
bronchoscopy The ultimate prognosis is un- 
favorable 
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am of the opinion that pneumonectomy or 
lobectomy as required should be considered 
in these cases if suppuration is present, as 
the ultimate prognosis is grave 
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Annual Meeting — Pennsylvania Chapter 


The Second Annual Meeting of the Pennsylvania 
Chapter of the American College of Chest Phy- 
sicians was held at the William Penn Hotel, Pitts- 
burgh on October 4-5 The annual banquet of the 
Chapter was held on Sunday night October 4th 
the evening prior to the opening day of the 
Ninety-second Annual Session of the Medical So- 
ciety of the State of Pennsylvania Dr J Winthrop 
Peabody Washington, D C president of the Col- 
lege was the guest speaker at the banquet Dr 
Peabody discussed the rapid growth of the College 
and the added responsibilities of our members 
under war conditions 

On Monday morning October 5th, an interest- 
ing scientific program was presented ‘The Treat- 
ment of Pulmonary Tuberculosis in the Rejected 
Draftee” by Dr C Howard Maicy, Pittsburgh, 
brought forth a lively discussion Dr Marcy’s 


presentation was very timely and appropos of 
present conditions Dr Louis Cohen, Philadelphia, 
presented an Interesting talk, illustrated with lan- 
tern slides, on “Fluoroscopic Guidance in the 
Treatment of Thoracic Diseases ” The program 
closed with “Information Please” and many in- 
teresting questions were presented and discussed 
The following officers were elected for the en- 
suing year Dr Royal H McCutcheon, Bethlehem, 
president. Dr John S Packard, AUenwood, vice- 
president, and Dr Edward Lebovltz, Pittsburgh, 
was reelected secretary-treasurer 
The members of the Pennsylvania Chapter of 
the College extend a vote of thanks to Dr Russell 
S Anderson, Erie, the retiring president Dr An- 
derson has successfully conducted the affairs of 
the Chapter since its inception 


PENNSYLVANIA— A PIONEER 
(Continued from page 347) 


nov one of the largest sanatoria in the world 
In 1912 the state opened Cresson State Sanatorium 
for Tuberculosis and two years later the Hamburg 
State Sanatorium In 1938 a fourth sanatorium 
for the tuberculous was erected in the western 
end of the state at Butler However, this Institu- 
tion has never been opened for that purpose de- 
spite waiting lists and a high residual tubercu- 
lous population throughout the state 
For many years a system of State Tuberculosis 
Clinics has thrived throughout the state and in 
1939 state-controlled pneumothorax centers were 
established at strate^c points This work of in- 
estimable \alue is under the able direction of 
Major General C R Rejaiolds, former Surgeon 
General of the United States Army 
Toda\ Pennsyh ania has many county and local 
organizations actively engaged In the coordinated 
fight against tuberculosis There are now some 
eighteen institutions devoting their more than 


6000 adult beds to the treatment of tuberculosis 
Some of the best known of these, besides the 
sanatoria mentioned above, are the Tuberculosis 
League Hospital of Pittsburgh, the EaglevlUe 
Sanatorium of EagleviUe, Pa , and Devitts Camp 
at AUenwood, Pa , established by our former pres- 
ident, Dr WUliam Devltt There are also Included 
some excellent county institutions 
Regardless of her lone experience in developing 
organizations and Institutions to combat tuber- 
culosis, the set-up here as elsewhere is not per- 
fect There is yet much that can be done to re- 
fine and coordinate oiu: several efforts Into the 
picture has come as recently as 1941 the Pennsyl- 
vania Chapter of the American CoUege of Chest 
Physicians It is the writer’s modest hope that 
this newly created group wiU help prove the faith 
of its predecessors in bringing about better and 
brighter days to the Commonwealth 


360 




VoL VIII 


November 1942 


No 1 1 


D I S 


middle ATLANTIC STATES ISSUE 

» » « « 

NEW JERSEY SECTION 

Joseph R Morrow M D Ridgewood New Jersey 


E A 
C H 

Chairman 


S E S 

OF THE 

E S T 


The Tuberculosis Movement in New Jersey 

ERNEST D EASTON' 


When the New Jersey Tuberculosis League came 
Into existence in 1906 there were already four local 
committees functioning in a small way By 1907, 
however, there were twenty-one local committees 
and there is now an affiliated organization in 
every coimty From the Inception of the move- 
ment the volunteer associations have concentrated 
their efforts on educational programs Other ser- 
vices, when undertaken, have been in the nature 
of demonstrations with the frank intention of se- 
curing official funds for their maintenance as 
soon as the experimental stage of the project was 
passed and its effectiveness shown The conse- 
quence is that the clinic, nursing, sanatorium, 
and health education services now available 
throughout New Jersey are largely supported by 
state, coimty, and municipal appropriations 

As a result of the tuberculosis program in the 
state, facilities have been extended each year until 
they now directly serve nearly a half nriUllon In 
the number in 1940 were Included 

42,782 different persons attending clinics 
52,536 persons examined through adult mass 
surveys 

6,783 persons treated In sanatoria 

250,000 students, teachers and employees exam- 
ined in schools 

46,000 draftees x-rayed In Induction centers 
Cooperating Agencies 

Clinics and nursing services are operated under 
Joint auspices of sanatoria, health departments, 
tuberculosis associations, general hospitals coun- 
ty freeholders, Red Cross chapters and industrial 
plants Sanatoria, general hospitals and Boards 
of Health serve as centers for 96 clinic services 

Mass Surveys 

More than a quarter of a million students and 
teachers were included in the extensive tuberculin 
testing and x-raying examination now required 
by law of New Jersey’s high school students teach- 
ers and employees The exigencies of such an 
Immense program accelerated establishment of 
examinations for industrial workers. National 
Youth trainees and selective service men, while 
increased emphasis was placed on relief, WPA 
Negro and other low Income groups as case 
sources 

During 1940 the clinics extended their extra- 
curricular activities to include 10,829 adult per- 
sons examined in mass surveys Mobile units fur- 
nished by county sanatoria or commercial firms 
were chiefly employed In the surveys, although 
in some Instances examinations were made at 
sanatoria or other well-equipped central points 
A significant development was the mobllfeatlon 
of the state’s facilities for examination of selec- 
tive service enroUees This was made possible 
through cooperation of the Tuberculosis Commit- 
tee of the State Medical Society, draft boards and 
the U S Army With the cooperation of clinicians 
and sanatoria, four induction stations were equip- 
ped with portable units staffed bv clinicians tech- 


♦Executlve Secretary Nev Jersey Tuberculosis League 


nlclans, and nurses Consultation facilities and 
x-ray examinations were also made avaOable to 
local draft boards in a number of counties The 
chest x-ray is now a routine part of Army and 
Navy examinations 

The Problem of the Negro 

Negroes are a little more than five per cent of 
the state’s population, but contribute more than 
one fourth of the tuberculosis deaths The Negro 
death rate was reduced by 28 per cent during the 
last decade Negio Advisory Committees have 
been formed In a number of the counties There 
have been numerous Negro Health Week observ- 
ances followed by efforts to maintain all year 
round Negro health education programs Negro 
physicians and nurses have been added to clinic 
personnel Special institutes and training courses 
were organized for physicians There have been 
a number of mass surveys of Negro groups under- 
taken, and the health message has been carried 
by meetings and motion pictures from the church 
and lodge haU to the pool room and neighbor- 
hood barber shop A fiul-tlme Negro consultant. 
Dr J Earle Stuart, is now on the staff of the 
State Health Department and Dr W G Alexan- 
der, the League’s Negro Advisory Committee 
Chairman, has been appointed a member of the 
State Board of Health 

Sanatorium Facilities 

The State of New Jersey, eleven of its counties 
and one municipality maintain sanatoria for the 
care of their tuberculosis patients The other ten 
counties send their patients to the State Sana- 
torium at Glen Gardner and to private and other 
public Institutions authorized to accept patients 
at state and county expense These uistitutlons 
provide 3644 beds for tuberculous adults and chil- 
dren 

Post Sanatorium Care and Adjustment 

The recent passage of the Artaserse Bill and the 
cooperative agreement made between the New 
Jersey State Rehabilitation Commission and the 
New Jersey Tuberculosis League constitute prac- 
tical progress toward development of the all- 
inclusive, coordinated program of post sana- 
torium care and adjustment which the League 
is endeavoring to create 

Outbreak of hostilities at Pearl Harbor found 
the 'Tuberculosis League firmly established with 
offices in every county closely linked to the clear- 
ing center in Newark Close relationship with 
state departments and cooperating agencies make 
possible utilization of this machinery for war 
time emergencies More than forty organizations 
cooperated In planning for a meeting In Newark 
on April 10 for discussion of “Health in War 
Times and After ’’ 

Success of the program for tuberculosis control 
employed during the depression years gives en- 
couragement to hope that the threat of Increased 
disease presented by our entry Into the second 
World War will be overcome by prompt and ef- 
ficient employment of the measures available 
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Tuberculosis Pioneers in New Jersey 



Officers of the College 



Joseph K Mohrow M D 

RmoEwooD New Jersey 

Chairman New Jersey Section Middle Atlantic States 
Issue President New Jersey Chapter 


Marcus W Newcomb, M.D 
Bbowns Mols New Jebsev 
G overnor American College of Chest Physicians New 
Jersey 
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New Jersey Sanatoria 



Hudson County Tuberculosis Hospital 


Jersey City 

The hospital accximmodates all types of tuberculosis 
Bed capacity Is 510 which can be Increased, If necessary, 
to 676 

This hospital houses the central clinic of the Hudson 
County Tuberculosis Clinic 


New Jersey 

The various departments are In charge of physicians 
who are specialists In their representative branches 
The surgical division contains fifty beds and occupies 
the 14th and 16th floors of the Institution Dr B S 
Poliak Is the medical Director 
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New Jersey State Sanatorium 

Glen Gardner. New Jersey 


This SEinatoriuni was opened in 1907 The patient ca- 
pacity has grown from 106 to about 600 

The Institution has its own farm and dairy and Is also 
provided with Its own water and sewage plants 

The surgical department was added in 1938 and ap- 
proximately 80 per cent of the patients are receiving some 
type of collapse therapy 

The out-patient department Is giving assistance to the 
rural sections where tuberculosis activities under local 


supervision Is not well cared for At the present time there 
are two traveling clinicians who hold about fifty clinics 
monthly and see from 12 000 to 16,000 patients annually 
These clinicians offer consultation for the local practi- 
tioner, easy means of admission to the Institution for the 
patient and care and advice for the ex-patient 
Dr Samuel B English has been Medical Director of the 
sanatorium since 1907 



Allenwood Sanatorium 


Allenwood, New Jersey 


Allenwood Sanatorium the Monmouth County Tuber- 
culosis Hospital was established In 1921 and Is situated 
near Farmlngdale New Jersey It has grown steadily to 
meet increased needs and now has eight buUdlngs and 
100 beds 

During 1941 care was provided 222 bed patients A 


summary of the clinic work shows that In this year 1563 
x-rays were taken 640 pneumothorax cases treated with 
2617 treatments given and 2688 fluoroscopic examina- 
tions performed 

Miss Elizabeth Hynes RJ7 Is Superintendent, and Dr 
Frank J Altschul Medical Director 
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Deborah Sanatorium 

Browns Mills. New Jersey 


Deborah Sanatorium Is a five-story steel and concrete 
constructed fireproof building capable of housing 77 pa- 
tients 

The ground floor consists of offices laboratory, x-ray 
room dining room for patients dining room for staff and 
a kitchen the second floor of male wards with the ca- 


pacity of thirty-two beds the third floor of female wards 
with the capacity of forty-five beds 
An addition on the fourth floor will accommodate forty- 
five more patients The fifth floor Is to have an oper- 
ating room and solarium Dr H Barenblatt Is the Medi- 
cal Superintendent 



Lakeland Sanatorium 


Grenloch, New Jersey 


Lakeland Sanatorium was opened In 1925 for all stages ment faclUUes available are x-ray pneumothorax bron- 
of tuberculosis pnoumonoconlosis Children admitted In choscopy thoracoplasty and all surgical procedures Out- 
separate buUdlng Negroes are also admitted The ca- patient sendee Is available for foUow-up and pneumo- 
paclty of the sanatorium Is 232 Diagnostic and treat- thorax refills Dr Martin H Collier Is the Superintendent 
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New Jersey Sanatoria 



Roosevelt Hospital 

Metuchen New Jersey 


The Roosevelt Hospital Middlesex County Sanatorium, 
was opened on March 8 1937 and since then has hos- 
pitalized a total of 1597 patients In addition to caring 
for resident patients It maintains an out-patient depart- 
ment for x-raylng and examining out-patients referred by 
private physicians 

AH types of collapse therapy are given at the Institu- 


tion The necessary surgery Is performed by a visiting 
surgical staff 

The institution Is headed by Its superintendent and 
medical director and board of managers who are respon- 
sible to the Middlesex Coimty Board of Chosen Free- 
holders Dr Joseph A Smith Is Acting Superintendent 
and Medical Director 



Shonghum Mountain Sanatorium 

Morristown. New Jersey 


Shonghtnn Mountain Sanatorium vas established in 
1914 and ■nas completely remodeled. A nen hospital 
buUdlng was added in 1940 Its present capacity Is 76 
beds. All tvpes and stages of tuberculosis are admitted 


Only residents of Morris County are eligible for admit- 
tance Dr Harold S Hatch Is Superintendent and Medical 
Director 
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Fairview Sanatorium 

New Lisbon, New Iehsey 

Fairview Sanatorium, the Burlington County Sana- an x-ray department Pneumothorax, phrenic and pneu- 
torium lor Tuberculosis, was opened in September 1917 monolysls operations are done In the sanatorium Thora- 
wlth a capacity of 25 beds and now has a capacity of 114 coplasty operations are done In a general hospital 
beds It admits all stages of tuberculosis both pulmonary Dr Marcus W Newcomb has been Superintendent and 
and surgical. Medical Directors lor 23 years 

The sanatorium has a fully equipped laboratory and 



Valley View Sanatorium 


Paterson, New Jersey 

Valley Vle^\ Sanatorium Is a 230-bed institution care- mately 3 000 patients have been admitted for treatment, 
fully planned and equipped for the care and treatment The sanatorium employs a county tuberculosis clinician 
of all types of cases of tuberculosis and is located in the who carries on a diagnostic clinic service, county-wide, 

Preakness Hills overloofeing the Passaic Valley through the various health departments located in the 

Since the opening of the institution in 1929, approxi- cities of the county 
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New Jersey Sanatoria 



Bergen Pines 

(Bergen County Hospital) 


Ridgewood, New Jersey 

“Bergen Pines ’ Bergen County Hospital, was opened department of thoracic surgery and a modem laboratory 

in August, 1918, for the admission of poliomyelitis cases There Is also an actively functioning out-patient depart- 

durlng- the worst epidemic in history Shortly thereafter ment with diagnostic clinic X-ray facilities are located 

a tuberculosis department was established which now com- in strategic points In the county The central clinic Is In 

prises the greater amount of the patient census population the sanatorium 

in this 600-bed sanatorium "Bergen Pines" has a preventorium which has func- 

Set out in park-like surroundings the Institution now tloned successfully for a number of years and a thera- 

comprises six modem hospital units equipped in the most peutlc pool donated by the Bergen County American Le- 

scientific manner, with additional service buildings Here glon and American Legion AuxUlary which is operated 

residents of the county suffering from tuberculosis or other as an out-patient unit Dr Joseph R Morrow is the 

communicable diseases are admitted It has a progressive Medical Director and Superintendent 



HOSPITAL BUILDING 


Bonnie Burn Sanatorium 

Scotch Plains New Jersey 

Bonnie Bum Sanatorium was opened In November 1012, other forms of pulmonary disease Limited to residents of 
with 64 paUents It now has a capacity of 400 Children the county The Superintendent and Medical Director Is 
are admitted In a separate buUdlng Accepts oil stages of x>r John E. Runnells 
tuberculosis In any form, bronchiectasis asthma and 
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New Jersey Sanatoria 



ADMINISTRATION BUILDING 


Essex Mountain Sanatorium 

Verona. New Jersey 


The Sanatorium 'was lounded In 1908 as Newark City 
Hospital and acquired by the county In 1917 and operated 
since then as the Essex County Sanatorium 

The physical plant consists of twenty-one buildings with 
a capacity for 445 patients 

It has Its own power supply water supply and sewage 
disposal system 

Patients In all stages and all torms ol tuberculosis are 
accepted 

Equipment consists o£ a complete surgical department 


covered by the resident surgeon, performing all kinds and 
stages of thoracoplasties bronchoscopies pneumolyses and 
other modem chest surgery procedures 
The x-ray department has a lamlnograph photoroent- 
gen unit and a portable x-ray machine in addition to 
three fluoroscopes An out-patient clinic serves all out- 
side patients for follow-up and pneumothorax refills 
Dr B M Harman Is the Superintendent and Medical 
Director 



Atlantic County Hospital for Tuberculous Diseases 


PLEASANTVILI.E NeW JeRSEY 


The new Atlantic County Hospital for Tuberculous Dis- 
eases located at Northfleld New Jersey, Is a fireproof 
building of modem design and appointmenfs which was 
opened for the admission of patients on September 16 
1941 

This Institution replaces the former sanatorium which 
was erected In 1916 It Is maintained by the County 
and only those who hn\e a legal residence In the county 


are admitted as patients 

The Institution Is arranged for the accommodation of 
one hundred patients and has a fully equipped operating 
room clinical laboratory x-ray and the other facilities 
necessary for the care and treatment of all forms of tu- 
berculosis Mr Leon Conover Is the Superintendent and 
Dr Clyde M Fish Is the Medical Director 
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The New Jersey Plan for Tuberculin Testing 
and X-Raying High School Students as 
Corned Out in Bergen County^ 


JOSEPH R MORROW, MD 
Ridgetoood New Jersey 


Legislation 

In 1940 there went into effect the foUowlng 
law in the State of New Jersey 

“Effective July 4, 1940, Boards of Edu- 
cation must periodically determine the 
presence or absence of active or communi- 
cable tuberculosis The frequency of 
the examination, the procedure to be fol- 
lowed, and the selection of pupils are pre- 
scribed by the rules of the State Board 
of Education Any pupil found to have 
communicable tuberculosis must be ex- 
cluded until proof of recovery is estab- 
lished ” 

Chapter 294 of the School Health Bill pro- 
viding that all High School pupDs be tested 
for tuberculous infection and that all positive 
reactors be x-rayed prior to June 30, 1941, 
was then passed For this purpose, the term 
"High School” was interpreted as grades 9-12 
inclusive From past experience, it was ex- 
pected that approximately 30 per cent of the 
High School puphs would react positively 

Voluntary Surveys 

Before the passage of this legislation, school 
surveys were conducted in Bergen County up- 
on the request of health officials. Boards of 
Education and the school physicians People 
became educated to the fact that the use 
of the chest x-ray Is essential for the early 
discovery of tuberculosis since people appar- 
ently well may have early disease Much effort 
was expended to impress upon the public the 
fact that tubercuUn tests show whether or 
not a person has been Infected with tubercle 
bacilli, “the x-ray demonstrates whether or 
not that infection has any significance ” 

We concentrated on High School students 
because of the high morbidity and mortality 
rate between the ages of 15 and 25, and since 

•Much of the material must, of necessity be In 
detail since it was on tfie basis of such surveys 
and the thoroughness and effectiveness of pre- 
liminary arrangements that our State Law was 
passed 

370 


we knew that more cases of tuberculous in- 
fection would probably be found in this age 
group than m the lower grades These were 
voluntary surveys in which the Bergen County 
Medical Society, the Bergen County Tubercu- 
losis and Health Association, and the Bergen 
County Hospital cooperated with the various 
Boards of Education, school doctors and 
nurses Emphasis was placed upon close co- 
operation with family physicians 

Preliminary Work 

An intensive educational program was first 
carried out, the school physician and the 
supervising principal assuming responsibility 
for the survey The medical staff of the Ber- 
gen County Hospital did the actual clinic 
work — giving the tubercidin tests, reading the 
reactions, x-raying reactors, and reporting the 
findings to the family physicians The County 
Tuberculosis Association assumed financial 
responsibility and underwrote the cost of ma- 
terial used — literature, tuberculin (P P D ), 
paper capes for the gmls, x-rays This money 
was provided from Christmas Seal Sale funds 
in the county Students requiring x-rays were 
requested to contnbute 50 cents toward the 
cost of the film, if they could do so 

After a date for the survey had been de- 
cided upon, the room facilities and policy for 
reporting the findings to the family and school 
physicians were discussed The physicians 
serving the commimity to be surveyed were 
then invited by letter to attend a meeting 
where the matter was presented to them The 
Importance of a follow-up on those with posi- 
tive reactions who did not have an x-ray 
taken was stressed At such meetings a sound 
motion picture on tuberculosis was shown by 
the Tuberculosis Association 

Teachers and school employees were then 
called together by the principal of the High 
School so that their interest and cooperation 
might be secured The purpose of the survey 
was explained to them and they were also 
shown films and provided with literature on 
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tuberculosis Students were reached m the 
same way, followed by an assembly program 
where an interesting and educational film on 
the subject was shown Intensive -prelimi- 
naries are important 

Before sending request slips (not consent 
slips) to the parents or guardians of the chil- 
dren for signature, a meeting was called to 
which parents were invited where the entire 
subject was gone into and they were urged 
to ask questions It was made very clear that 
we were going to do something for them and 
not to them Request slips were then given 
each student to secure the signature of par- 
ents or guardian 

Each school survey received wide newspaper 
publicity, copy being prepared by the County 
Tuberculosis Association and issued through 
the office of the supervising principal where 
the survey was to be made Scientific facts 
were checked at the County Hospital 

The Survey 

The whole procedure was carried out rapid- 
ly and in an orderly manner On the date set 
for the survey some of the medical staff, 
nurses, and clerks from the hospital would 
visit the school and set up the equipment for 
the tuberculin testing In the early days of 
these voluntary surveys, P P D was used 
The County Tuberculosis Association would 
have nurses there to assist and the school 
nurse, physician, and principal also would be 
present 


A steady line of students bearing their re- 
quest cards would file past the physicians for 
the tuberculin tests These were read 48 hours 
after they were given and those showing a 
positive reaction would form a line and be 
x-rayed immediately after the test was read 
A portable x-ray machine, transported and 
set up at the school by the sanatorium staff, 
was used The film was the standard 14x17 
A portable darkroom was devised at the hos- 
pital and transported to the school, thus per- 
mitting immediate developing of every tenth 
film as a check on the technique 

With this method, two physicians, assisted 
by three nurses and two clerks, were able to 
test 600 students an hour and x-ray reactors 
at the rate of 90 to 100 per hour, provided the 
students came in uninterruptedly The films 
were then taken to the County Sanatorium, 
developed there and interpreted by the medi- 
cal staff To these “readings” were invited the 
school physician where the survey was made, 
and the doctors in the community A com- 
plete report of the exammation of each stu- 
dent was prepared by the personnel of the 
County Hospital and sent to the school phy- 
sician and family physician Such reports 
contained the results of tuberculin testing, 
x-ray findings, diagnosis, and recommenda- 
tions 

It must be remembered that this work, car- 
ried on over a period of five years, was en- 
tirely voluntary 
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HIGH SCHOOLS SURVEYED IN BERGEN 
COUNTY 


Year 

Uo 

Tested 

Percentage 

Positive 

X-Paifs 

Active 

Tuberculosis 

1935-1936 

531 

514 

273 

2 

1936-1937 

3,297 

42 1 

1,389 

9 

1937-1938 

2,485 

38 99 

'969 

3 

1938-1939 

6,347 

29 76 

1,889 

1 

1939-1940 

1,853 

26 9 

'500 

4 


One can readily see from the foregoing that 
the amount of time and energy expended were 
tremendous However, it was well worth the 
effort, for, as someone has remarked “Bergen 
County’s effectiveness and efficiency to a large 
extent set the pace for the state, and the state 
for the nation ’’ It was really a noteworthy 
achievement 

These surveys came to be almost a matter 
of routine, not only the physicians of the 
county, but the students and their parents 
came to regard tuberculin testing and x-ray- 
ing as well worthwhile Fine cooperation from 
the doctors was had all the way through 
Some of the doctors m the medical soclet'' 
who strenuously insisted that it would inter- 
fere with their private practices found in 
reality that it put patients in their offices 
They changed their opinion and many re- 
marked that families whom they had not seen 
since the birth of the youngsters now came 
to their offices 

Schedule Since Passage of the Law 

Upon the passage of the State Law certain 
regulations were formulated Although the 
Bergen County Hospital and the County Tu- 
berculosis Association are still participating 
organizations, their work is very much less 

The following schedule was worked out 

1) Bergen Coimty Hospital agrees to be re- 
sponsible for the technical service and will 
supply technicians, nurses, and equipment for 
the surveys 

2) The Coimty Tuberculosis Association will 
assist with organization and with educational 
programs preceding the survey, supplying nec- 
essary literature and teaching aids and the 
tuberculin for the skin tests 

3) The County Tuberculosis Association 
agrees to underwrite the cost of the x-ray 
plates and bUl local Boards of Education at 
the rate of 50 cents, the actual cost of the 
film, for each x-ray made 

The superintendent of schools of Bergen 


the Chest November 

County sent a notice to all secretaries and 
Boards of Education to the following effect 
If you choose to employ these aforemen- 
tioned agencies, arrangements for tuberculin 
testing must be made m writing to the Execu- 
tive Secretary of the Bergen County Tubercu- 
losis and Health Association The Board of 
Education may choose to have this testing 
done in any way it chooses in compliance with 
the law The above plan is offered in good 
faith and was formulated to assist in ex- 
pediency in a new departure ” 

However, no commercial agency has been 
called in The surveys are still conducted by 
these interested and cooperating agencies 
where the health angle is stressed The survey 
is carried on for this purpose, not for any 
pecuniary gain, since none accrues As a 
matter of fact, these participating agencies 
do this at a loss so far as time and money 
are concerned, but it is counted gain consider- 
ing the results, which are far-reaching School 
films also very often prove to be a great help 
in future years in cases of tuberculosis and 
its eradication All the Boards of Education 
in the County cooperated since the voluntary 
surveys which the County Hospital and Tu- 
berculosis Association had conducted, were 
known to all 

In conducting the testing and surveying, 
after the passing of the State Statute in 1940 
a change was made in tuberculin from P P D 
to the Patch Test This was found to give 
practically the same results as the previous 
method and the students, parents, and school 
personnel seem to like it better Many per- 
sons dislike the idea of an mjectlon Further- 
more, the school doctors can apply these 
patches with assistance from the medical staff 
of the County Hospital in reading the results 
'The law is interpreted to mean that once 
in the High School life of a youngster (grades 
9-12 inclusive) he should have a tuberculin 
test, with an x-ray if a positive reactor Em- 
ployees are to be tested once In three years, 
an employee being any person who is in the 
employ of the Board of Education 
Since this State Law has gone into effect, 
we have obtained the following results from 
the High School surveys 

No Ptrctfitagt AcUrc 

Tear Tetted Positive X-Ravs Tuberculosis 

1940 - 1941 18,428 14 03 3,341 17 

1941 - 1942 19,018 15 91 3,294 10 
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The educational value of this'^work cannot 
be overestimated It paves the way for estab- 
lishing a routine program, now strongly ad- 
vocated, of x-raying all admissions to general 
hospitals It is not necessary to dwell on the 
known fact that student nurses and hospital 
employees are bemg given particular atten- 
tion along this line 

Because our work in conducting surveys is 
so well known throughout the county, we have 
been asked to conduct them among other 
groups, notably prisoners, industrial plants. 
National Youth Administration workers, etc 
Such clinics often combine the taking of blood 
for a Wassermann test at the same time, the 
specimens being examined at the cormty lab- 
oratory which is also located at the hospital 
There are many persons reached through 
these clinics or surveys whom we would other- 
wise not contact 


We need to keep in mind the fact that fu- 
ture legislation may widen the scope of work, 
particularly among food handlers and expec- 
tant mothers Many of the Individual physi- 
cians m Bergen County are already doing fine 
work among the latter group by having pre- 
natal cases tuberculin tested, and x-raying 
the positive reactors The 4x5 film will doubt- 
less facilitate all these programs 
We In Bergen County feel that we can take 
just credit for our five years of voluntary work 
conducting surveys in secondary schools Such 
surveys have proved their value conclusively 
We in New Jersey are proud of the fact that 
our state is the first one to pass legislation 
making tuberculin testing, with x-raying of 
positive reactors, mandatory In our High 
Schools, an important step toward the ulti- 
mate elimination of tuberculosis 


♦ ♦ 


New Jersey Chapter Meets 


The New Jersey Chapter of the American Col- 
lege of Chest Physicians held its Fall Meeting at 
Bergen Pines, Ridgewood, New Jersey, on Friday. 
September 25th Dr Joseph R Morrow, President 
of the Chapter, presided 

Dr George M Le vitas of Westwood, member of 
the Board of Managers of Bergen Pines, made the 
welcoming address He discussed the views of the 
general practitioner on tuberculosis in contrast to 
the specialist 

Dr J Wlnthrop Peabody of Washington, D C 
President of the American College of Chest Phy- 
sicians, spoke on the ‘‘Aims of the American Col- 
lege of Chest Physicians ” He discussed the fol- 
lowing essential factors (1) the organization of 
the College eight years ago, (2) the adoption of 
the new by-laws at the annual meeting in Atlantic 
City this year, (3) the plans for organizing a 
Board of Specialists for diseases of the chest and 
for research In pulmonary diseases, (4) rigid re- 
quirements for admission to the College, (5) an 
exclusive membership, both national and inter- 
national, (6) the organization of chapters, both 
national and international, (7) closer relations 
and cooperative meetings between the various 
chapters, (8) instruction in chest diseases for the 
general practitioner, (9) Joint sessions with spe- 
cialists in diseases closely related to diseases of 
the chest, (10) the work of the Council on Under- 
graduate Medical Education, HI) the progress 
and expansion of the official journal “Diseases of 
the Chest,” and (12) future plans for the College 

Dr Samuel Alexander, Freeholder of Bergen 
County declared that public opinion was a big 
factor In the eradication of tuberculosis because 
it brought about the erection of such fine county 
institutions as Bergen Pines 
r, Poliak, Medical Director of the Hudson 

County Tuberculosis Hospital, pointed with pride 
to the fact that the medical men, many of them 
members of the New Jersey Chapter of the (Col- 
lege, had been instrumental In Impressing the 


Legislature of the need for passing the law which 
made tuberculin testing comptilsory for High 
School students, and school personnel in New 
Jersey 

Dr Samuel B English, Medical Director, Glen 
Gardner, New Jersey State Sanatorium, also spoke, 
as well as many of the others who were present 

An x-ray symposium was held following the 
meeting Interesting and unusual x-rays were 
presented and discussed 

Others present were Dr Clyde Fish, Medical 
Director, Atlantic County Tuberculosis Hospital 
and Vice-President of the New Jersey Chapter, 
Dr Irving WUlner, Secretary of the New Jersey 
Chapter, Dr Harold S Hatch, Superintendent, 
Morris County Tuberculosis Hospital, Dr Stephen 
A Douglass, Superintendent, Passaic County 
Sanatorliun Dr D L Melvin, Greystone Park, 
Drs David Blber and H H Cherry, Valley View 
Sanatorium, Dr B S Poliak, Medical Director, 
and Dr B J Elwood, Hudson County Tuberculosis 
Hospital Dr Samuel B English, Superintendent, 
and Dr Elliot I Dom, New Jersey Sanatorium for 
Tuberculous Diseases, Dr Byron M Harman, Su- 
perintendent and Medical Director, and Dr W F 
Bennett, Essex County Sanatorium, Dr John E 
RunneUs Superintendent, Union County Sana- 
torium Dr H Barenblatt Medical Director, De- 
borah Sanatorium, Dr M James Fine, Newark, 
Dr B J EUmers of New Milford, Mr George M 
Buch, Mercer Hospital, Dr Enill Frankel Di- 
vision of Statistics and Research, Department of 
Institutions and Agencies, Trenton 

From the Bergen Pines staff were present Drs 
A Louis Gramsch, Arthur Denchfleld, Monroe 
Tanner, Grace Seagrave, Robert Lenz and Ber- 
nard Stolz 

The following members of the New Jersey Chap- 
ter are now serving with the Armed Forces Major 
Irving L Applebaum Captain Paul K, Bomsteln, 
Captain Wullam M Kennedy, and Captain Meyer 
T Welssman 
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SOUTHERN CHAPTER OF COLLEGE 
TO BE ORGANIZED 

luncheon meeting of the members of the 
American College of Chest Physicians In the 
^eld at the John M^sh“l 
Tuesday, November 10 

til/ one o ciocK 

Wiu be or- 

ganiz^ at this meeting and officers will be 
ele^ed Dr J Wtathrop Peabody, Washington, 
of the College, will be the guest 

PIMS ^ be made for the Southern Chapter 
of the College to meet annually with the Southern 
Mescal Association The Southern Medical As- 
Mciatlon meets this year at Richmond. Virginia 
October 10-12th An excellent scientific prograrn 
has been arranged for this meeting 
Dr Dean B Cole, Richmond, Governor of the 
College for Virginia, is the Chairman of the Gen- 
eral Arrangements Committee for the Luncheon 
Meeting 


ADDITIONAL LIST OF MEMBERS COMMIS- 
SIONED IN THE MEDICAL CORPS 

United States Army 

Major Philip H Narodlck, Seattle, Washington, 
stationed at U S General Hospital, Unit 50, 
Camp Carson, Colo 

Captain George F Evans, Clarksburg, West Vir- 
ginia, stationed at 29th Station Hospital, 
Camp Rucker, Alabama 

Captain Henry Felson, Cincinnati, Ohio, station- 
ed at Army Medical Center, Washington, D C 

Captain Joseph G Rosenbaum, BrecksvIUe Ohio, 
stationed at Morrison Field, West Palm Beach, 
Florida 

1st Lieut Elmer E Kottke, Des Moines, Iowa 
stationed at Fltzsimons General Hospital, 
Denver, Colorado 

1st Lieut David A Nathan, Miami Beach, Florida, 
stationed at Station Hospital, Camp Maxey, 

1st Lieut Jacob ScMoss Middletown, New York, 
stationed at Westover Field, Chicopee Falls 
Massachusetts 

Lieut Colonel Howard B Kellogg, Seattle, Wash- 
ingrton, stationed at General Military Hospital 
No 50, Camp Carson, Colorado 

Major Roger J Hanna, Jackson, Michigan, sta- 
tioned at Bushnell General Hospital, Brigham 
City, Utah ^ 

Major George L Leslie, Howell, Michigan, station- 
ed at Stark General Hospital, Charleston 
South Carolina ,,, , 

Major Thomas O Nuzum, Janesville, Wisconsin, 
stationed at Salt Lake City, Utah 

Major Stuart Yntema, Saginaw, Michigan, sta- 
tioned at Hospital Station 1605, Fort Custer 
Michigan 

United States Navy 

Lt (jg) Harry E Tebrock, Atlantic City New 
Jersey, stationed at Potomac Annex Bldg 
No 5, Washington D C 

Lieut Abraham Felnberg, New York, N Y sta- 
tioned at U S Naval Hospital Philadelphia, 
Pa 

Lieut Joseph C Placak Jr Cleveland Ohio sta- 
tioned at U S Naval Hospital, Great Lakes 
Illinois 

Lieut Charles A Seellg Jackson Heights L I 
New York stationed at Navy Yard New York 
New York 


CHANGES OP ADDRESS 

Treshler, formerly Pennsylvania 
Pa , now at Michigan 

State Sanatorium, Howell Mich ® 

Dr Louis J ^er, formerly 3215 W North Ave , 
cmcago, Illinois, now at 2021 N Whipple St 
Chicago Illinois 

Dr Sherwood C Lynn, formerly 222 E Jones St 
Savannah, Georgia, now at 118 E Jones St 
Savannah, Georgia 

Dr N^man W Heysett formerly Edward Sana- 
torium, Naperville, Illinois, now at Irene By- 
ron Sanatorium, Fort Wayne, Indiana 
Dr Thomas L Dwyer, formerly State Sanatorium, 
Mt Vernon, Missouri, now at Vandalla, Mis- 
souri 

Dr Arthur E Lamb, formerly 430 Clinton Avenue, 
Brooklyn, New York, now at 339 Washington 
Avenue, Brooklyn, New York 
Dr Walter C Refneklng, formerly Lake View 
Sanatorium, Madison, Wisconsin, now at 
Greenwell Springs Tuberculosis Hospital, 
Greenwell Springs, Louisiana 
Dr W A Beasley, formerly Box 207, Stillwell, 
Oklahoma, now at Kings-Tulare Joint Tu- 
berculosis Sanatorium, Springville, California 
Dr Allen A Tombaugh, formerly Rocky Glen 
Sanatorlvun, McConnelsvllIe, Ohio, now at 
Pleasant View Sanatorium, Amherst, Ohio 
Dr Philip C Welton, formerly Buena Vista Sana- 
torium Wabasha, Minnesota, now at 130 S 
Scott St , Tucson Arizona 
Dr Richard M Burke, formerly Western Okla- 
homa Tuberculosis Sanatorium, Clinton Ok- 
lahoma, now at 117 N Broadway, Oklahoma 
City, Oklahoma 

Dr Herbert F Schwartz, formerly Robert Koch 
Hospital, Koch, Missouri, now at 50 Elsmere 
Avenue, Elsmere, New York 
Dr Leon J Galinsky, formerly State Sanatorium 
Oakdale, Iowa, now at Fort Logan, Colorado 
Dr T Ashby Woodson, formerly Waverley Hills 
Sanatorium, Waverley Hills, Kentucky, now 
at 72 Valley Road, Louisville, Kentucky 
Dr Charles A Seellg, formerly 104 East 40th St , 
New York, N Y , now at 33-17 70th Street, 
Jackson Heights L I , N Y , 

Dr William L Cooke, formerly 404 Brooks St 
Charleston, W Va , now at 5 Roller Road 
Charleston, W Va , , . . 

Dr E J Thomas, formerly 441 Washington Ave , 
Miami Beach, Fla , now at 8834 Abbott Ave- 
nue, Miami Beach, Fla 

Dr P C Burnett, formerly Battle Hill Sanatorium 

Atlanta Georgia, now at Saginaw County 
Hospital, Saginaw, Michigan 
Dr Herbert Weinberger formerly Healthwn Hos- 
pital, now at Ahwahnee Sanatorium, Ahwah- 
nee, California 

Dr Lawrence M Serra, formerly 104 W l^dlson 
St Baltimore Maryland, now at 11 East 
Chase Street, Baltimore, Maryland 

Dr John K Shumate forinerly 

torlum, Bayfield, Wisconsin, now at Lake View 
Sanatorium, Madison, Wisconsin 
Dr Joseph Walsh, formerly No 921 AthleUc 
Club PhUadelphla, Pa, ^ 

gravla, 1811 Chestnut St , Philadelphia, Pa 
Dr F H AUey, formerly Victor C Vauglm Hou^. 
Ann Arbor, Michigan, now at Oakville Mer- 
morlal Sanatorium Oakville, Tennessee 
Dr Thomas C Black, formerly State Tubercu- 
losis Sanatorium Orlando, Florida, now at 
Western Oklahoma T B Sanatorium, Clinton 
Oklahoma 
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DR PECK DECEASED 


As we go to press with this issue of the Journal, 
we are shocked to learn of the sudden death of 
Dr John H Peck, Oakdale, Iowa 
Dr Peck died at the Iowa State Tuberculosis 
Sanatorium of a coronary thrombosis October 

^^He served as the president of the American Col- 
lege of Chest Physicians from 1940-1941 He also 
held high office in many other organizations He 


served as the president of the National Tubercu- 
losis Association and the Iowa State Tuberculosis 
Association 

We know that his many friends throughout the 
world wUl momm his loss When notice of his 
death was received, plans for his funeral were 
still pending 

A detailed obituary of Dr John H Peck will be 
published in a future issue of Disease of the Chest 
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IN MEMORIUM 

DR WARREN C BREIDENBACH 

1894-1942 

Dr Warren C Breidenbach died at Dayton Ohio 
on June 30, 1942 His death was an untimely loss 
of a hard and enthusiastic worker in the field of 
tuberculosis Renal disease for many years culmi- 
nated in the inevitable cardiac and arterial dam- 
age with circulatory failure Dr Breidenbach was 
born in Plqua, Ohio, January 27, 1894 Following 
his graduation from high school at Piqua, he at- 
tended the Ohio State University for one year 
He completed his academic work at the University 
of Michigan and was then graduated in Medicine 
from the same institution in June, 1917 He served 
his intemeship at the Miami Valley Hospital in 
Dayton, Ohio In July, 1918, he was appointed 
house physician at the same hospital and served 
in this capacity for one year In February. 1920, 
he was appointed Medical Superintendent of Still- 
water Sanatorium and served in this capacity un- 
til his death He has always been actively identi- 
fied with local, state and national organizations 
in the field of diseases of the chest He was con- 
sultant in diseases of the chest at the Miami 
Valley Hospital, Good Samaritan Hospital In Day- 
ton, Ohio, and also to the United States Soldiers’ 
Orphans Home at Xenia, Ohio He was a Fellow 
of the American College of Physicians and Ameri- 
can College of Chest Physicians, a Diplomate of 
the American Board of Internal Medicine, As- 
sociate Fellow of the American College of Thoracic 
Siurgery, and a member of the American Trudeau 
Society He made numerous valuable contribu- 
tions to medical literature in the field of respira- 
tory diseases, particularly in the use of the 
Laminograph in x-ray study of the lung 
He was married to Elaine Hoyt Rasch of De- 
troit, Michigan Surviving him are his wife, a 
son Warren, Jr , now in his second year of Medi- 
cine at Harvard University, Ellse Jane who just 
completed two years of study at the Connecticut 
College for Women, and Frederick who is attend- 
ing Oakwood PQgh School 
Warren won and enjoyed close and wide friend- 
ships among his medical colleagues throughout 
the country He was devoted to his home and 
family I remember particularly that one year 
ago he showed me a letter he had just received 
from his son, Warren, Jr , who was then a fresh- 
man at Harvard University Medical School War- 
ren, Jr, had Just attended the opening convo- 
cation address at the Medical School In this 
splendid letter he spoke of the deep Inspiration 
he had just received from the address He then 
told of the great devotion he had for his home 
and his father and how this address had been 
only a renewal of much inspiration he had re- 
ceived previously from his father for the study 
and practice of medicine It was only another 
example of Warren giving and transmitting true 
enthusiasm for the practice of medicine which he 
jQYCd John H Skavlem, MJD 

Governor for Ohio 
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of pleural fluid exceeds fhal of ofher 
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Reduced frequency of application. 
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AZOCHLORAMID IS COUNCIL 
ACCEPieO 

SUPPLIED AS 
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buffered to pH 7 4 

Now mailable m a New Economical Hot 
pital Bulk Package Details on request 
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SANATORIA DIRECTORY 

The sanatoria listed in this section are among the finest private sanatoria in the l^jisd States 
They are prepared to offer private, individual, specialized care to your patients 

CALIFORNIA SANATORIUM 

Belmont, California 

PORTLAND OPEN AIR SANATORIUM 
MUwaukle, Oregon 

CHENIK HOSPITAL 

Detroit, MicJiigon 

POTTENGER SANATORIUM & CLINIC 
Monrovia, California 

KULA SANATORIUM 

Wotokoa, Maui, T H 

ROCKY GLEN SANATORIUM 
McConnelsvllle, Ohio 

LAUREL BEACH SANATORIUM 

Seattle, Washington 

ST JOHNS SANITARIUM 

Springfield, Illinois 

LONG SANATORIUM 

El Paso, Teiaaa 

SOUTHWESTERN PRESBYTERIAN 
SANATORIUM 

Albuquerque, New Mexico 

MAHYKNOLL SANATORIUM 

Monrovia, California 

SYCAMORE HALL SANATORIUM 

Brovm Mills, New Jersey 

MOUNT SAINT ROSE SANATORIUM 

St Louis, Missouri 

THE SAMUEL & NETTIE BOWNE 
HOSPITAL 

Poughkeepsie, New York 

PALMER SANATORIUM 

Springfield, Illinois 

THE SWEDISH NATIONAL SANATORIUM 
Englewood (Denver) Colorado 

Modem EqiRpment — Moderate Prices 


Laurel Beach Sanatorium 

SEATTLE (On the Salt Water Beach) WASHINGTON 

A private sanatorium fully equipped for the modem treatment of Chest Diseases X-Ray, Pluoroscope, 
Pneumothorax, Phrenectomy and Thoracoplasty Special diets when required private and seml-privato 
rooms. Rates Prom $25 00 per week up including medical care 

FREDERICK SLTFIELD, MJJ JOHN E. NELSON, MJ) lOATMOND E. TENNANT, MJJ 


MOUNT SAINT ROSE SANATORIUM 

9101 Soulh Broadway SL Louis MlSBOuri 

A priTOlo lanatorinm hilly oqulppsil lor the modom modleal and surgical troohnoal ol Tuborculosls XBoy, 

Fluoroseopo, PnonmolhoroDC, Pneumolysis Phrouedomy and Thoracoplasty Epodal diets when r»<iulrod. 

A Unit ol the Eh Louis University Group ol Hospitals conducted by the Elstexs ol Eh Mary 

MODEHATE BATES 

JAMES L. MUDD MJ) ANDREW CL HENSKE. MJ) 

Chlol ol Stoll and Thorado Surgeon Medical Director 
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Rates $20 00, $22.60 and $25 00 per week. 
Nurses care and medical attention tnelnaed 
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Long Sanatorium 

EL PASO TEXAS 
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A. D LONG, BLD 
Medical Director 
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Tuberculosis alreads appears on the increase in the \\ amng 
nations m the seeond world conflict Trora fragmcntar> data 
available it appears that a nsc in tuberculosis mortality has 
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... a timely protective measure 

POWERS RAPID CHEST X-RAY SERVICE 


makes possible the preparation of radio- 
graphs in large scale surveys at a cost so 
low a routine so convenient requir- 
ing so little of the student's or worker’s 
time, that mass x-ray examinations of 
the chest are now practical and within 
the financial means of every progressive 
institution concerned with health conser- 
vation 

This widely endorsed Paper Roll 
Method IS diagnostically efficient 
amazingly inexpensive From 125 to 150 
full size radiographs, 14" x 17", are nor- 
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August 1, 1942 


Kr James Picker, President 
Picker X-Ray Corperation 
300 Fourth Avenue 
New York City, New York 

Dear Mr Picker i 

This is to inform you that the Army and 
Navy are conferring upon your Cleveland, Ohio Plant the 
Army-Navy Production Award for high achievement in the 
production of war equipment 

The patriotism which you and your employees have 
shown by your remarkable production record is helping 
our country along the road to victory- The Army and Navy 
are proud of the achievement of the men and women of your 
Cleveland Plant 

In conferring this award, the Army and Navy will 
give you a flag to fly above the plant, and will present 
to every individual within the Cleveland Plant a lapel 
pin, symbol of leadership on the production front 

May I extend to the Picker X-Ray Corporation 
my congratulations for accomplishing more than seemed 
reasonable or possible a year ago 

Sincerely yours. 
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Robert P. Patterson 
Under Secretary of War 
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Editorial Comment 


A Note of The present conflict has raised 
Caution new problems in tuberculosis 
control With the stripping of 
hospital staffs, many Institutions are faced with 
the task of attempting to render adequate medi- 
cal care by making greater demands upon the 
physicians who have been left to carry the load, 
or else be faced with the problem of curtailing 
some of their beds Neither of these will prove 
of benefit In the control of tuberculosis 

What meager statistics have come out of the 
European countries, reveal that there has been a 
tremendous Increase in tuberculosis mortality 
This has been due In part to the utilization of 
beds formerly used for the tuberculous, now being 
used for the hospitalization of war casualties 
Positive sputum tuberculous patients are mingling 
freely with the well population, and It is needless 
to say that a new crop of tuberculosis patients 
will result In fact, in many countries this has 
already come about 

In this country, we have enjoyed a steady de- 
cline in the mortality rate from tuberculosis It 
Is going to be the duty of each and every phy- 
sician to zealously guard against encroachment 
upon this splendid record In many states tu- 
berculosis has reached a figure where It would be 
comparatively safe to state that the disease was 
well under control In other states, of course, 
there Is still a high death rate In those states 
our efforts should be accelerated even imder war 
conditions Sufficient physicians should be allo- 
cated for the proper care and treatment of the 
tuberculous and no Institution should be allowed 


to curtail necessary care or be permitted to close 
down needed bed capacity 
It is going to be the duty of every physician 
serving In the armed forces of our country to 
keep down the rate of tuberculosis morbidity 
among our soldiers, sailors and marines, and an 
added responsibility will rest with the physicians 
In civilian life to maintain the status quo, or if 
possible, to continue the progress which has been 
made to date 

I feel deeply Indebted to the Illinois Chapter 
of the American College of Chest Physicians and 
to my many other friends present here tonight 
for this splendid tribute 

Jay Arthur Myers, MX) 


Middle Atlantic The November Issue of 
States Issue “Diseases of the Chest” 
will be a special issue of 
the journal Material compiled from the states 
of New Jersey. Pennsylvania, Delaware, Maryland 
and the District of Columbia will be featured In 
the November issue It will be known as the 
Middle Atlantic States Issue In addition to scien- 
tific articles written by physicians in those states 
and the District of Columbia, the Issue will con- 
tain photographs and descriptions of most of the 
sanatoria in those states and the District of Co- 
lumbia This special Issue win be another In the 
series of such Issues of the journal which have 
been published during the past eight years 

R C M 


293 




Diseases of the Chest October 

Control of Negative Pressure Produced by Suction 
Machine m the Aspiration of Fluid 
Complicating Artificial 
Pneumothorax 

KENNETH E GARDNER, MD 
Bloomfield, New Jersey 


One of the most frequent complications of 
artificial pneumothorax Is the development 
of pleural effusion Various estimates place 
its occurrence between 50 per cent and 90 per 
cent of all patients at some time during their 
course of artificial pneumothorax therapy 
Many of these cases give no symptoms and 
the presence of fluid is detected only by rou- 
tine fluoroscopic examinations 

When the amount of the effusion is small, 
it does not present a serious problem but 
when the amount is sufficient to produce 
pressure symptoms on the adjacent structures, 
it is necessary to consider the removal of some 
or all of the effusion to relieve these symp- 
toms The improper removal of the effusion, 
however, may produce a group of symptoms 
more severe than those produced by the fluid 
Itself 

In uncontrolled cases the cause of the 
symptoms after the removal of the effusion 
is due to the resulting high negative pressure 
Instead of the positive pressure produced by 
the effusion 

Since the formation of fluid requires days 
or weeks, the positive pressure is built up 
gradually and the circulation adjusts itself 
to the shifting mediastinum When the fluid 
is removed, however, its withdrawal is per- 
formed in a relatively short time, i e , minutes 
as compared to the days or weeks required 
for the fluid to develop, and its removal may 
be accompanied by unpleasant and some- 
times alarming symptoms if it is not properly 
controlled 

These symptoms are due to the uncon- 
trolled Increase in intrapleural negative pres- 
sure which produces a compensatory shift of 
the adjacent tissues and organs toward the 
negative pressure side of the thorax If the 
shift is rapid, the following symptoms may 
occur dyspnoea, cough, pressure in the chest, 
weakness and signs of circulatory embarrass- 
ment with palpitation cyanosis and shock 


Several or all of these symptoms may develop 
and will vary in severity with the degree of 
negative pressure produced, the length of time 
it persists and the means taken by the oper- 
ator or the adjacent tissues and organs to 
compensate for it 

In uncontrolled cases where the aspiration 
of fluid frequently produces a high negative 
pressure which is not relieved by the intro- 
duction of air, the high negative pressure 
must be compensated for by the patient in 
one of several ways or a combination of them, 
ie, there is a shift of the mediastinum to 
the side of the negative pressure, the dia- 
phragm rises, the intercostal spaces decrease, 
the lung re-expands, or there is a rapid re- 
currence of fluid Sometimes the mediasti- 
num, diaphragm and lungs are fixed by 
thickened pleura or adhesions and cannot 
help to relieve the negative pressure The 
only alternative on the part of the thorax 
is to produce flmd again as rapidly as pos- 
sible 

Various methods have been used to remove 
pleural effusions but the two most common 
are the hand syringe and the suction ma- 
chine Although this paper deals with the 
controlled use of the suction machine for the 
aspiration of fluid, the use of the hand 
syringe (50 cc ) Is the method of choice in 
certain cases and is safer than the suction 
machine The hand syringe is a slow, tedious 
process, however, when a large effusion is 
present but it is to be recommended for small 
or encapsulated effusions or when a diagnostic 
tap is to be made 

Regardless of which method is used, it is 
necessary to introduce air into the pleural 
cavity to overcome the partial vacuum or 
negative pressure which is produced by the 
withdrawal of the effusion The amount of 
air required is usually less than the volume 
of fluid removed If the syringe method is 
preferred, a simple guide is to introduce about 
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half a syringe full of air for each syringe full 
of fluid removed 

For large pleural effusions the suction ma- 
chine Is now commonly employed Although 
this method is more rapid than the syringe 
method, it is more dangerous from the stand- 
point of producing and maintaining a high 
and rapid increase in negative intrapleural 
pressure Because of this danger, the use of 
the pneumothorax machine will be described 
as a means of keeping a constant check on 
the Intrapleural pressure and also as a means 
of Introducing air into the pleural space as 
required 

The patient is first examined fluoroscopl- 
cally to determine the height of the fluid 
level and a line drawn on the skin with a 
wax pencil at this level The patient is then 
placed In the sitting position and two areas 
on the back prepared with antiseptic solution 



FIGURE 1 

The upper needle is inserted above the line of the 
fluid level and connected to the pneumothorax 
machine through a filter-adapter The lower 
needle is inserted in the 10th interspace and the 
tube is connected to the bottle to trap the fluid in 
the suction line 


and novocaine — one area above the fluid 
level and the other in the 9th or 10th inter- 
space In the upper area an ordinary pneu- 
mothorax needle is inserted, connected with 
the manometer side of the pneumothorax 
machine and the fluctuations noted Although 
the effusion exerts a positive pressure be- 
cause of its weight, the pressure readings 
above the fluid may still be negative on in- 
spiration, or they may be positive A small 
cannula is then Inserted in the interspace 
selected for the withdrawal of the fluid A 
three-way or T valve adapter is connected 
between the aspirating needle and the rubber 
tubing attached to the suction machine A 
gallon bottle is connected in the suction line to 
trap the fluid The manometer side of the 
pneumothorax machine is kept open as the 
suction is applied (See Fig 1 ) 

The fluid should be removed in small quan- 
tities (150-250 cc ) at a time and then suf- 
ficient air Introduced from the pneumothorax 
machine to bring the pressure to zero How- 
ever, if the manometer reads —10 to —12 on 
Inspiration before 150 cc have been removed, 
the suction should be temporarily discon- 
tinued, the suction broken by admitting air 
into the suction line through the T valve and 
air Introduced from the pneumothorax ma- 
chine until the readings are approximately 
zero This procedure is repeated until suf- 
ficient fluid has been withdrawn 
The introduction of air prevents the un- 
pleasant symptoms and also facilitates the 
removal of the fluid since it relieves the 
partial vacuum and thus requires less suction 
The quantity of air introduced is usually less 
than the amount of fluid withdrawn The 
actual amount is relatively imimportant The 
Important factor is to equalize the negative 
pressure The final pressure is adjusted to 
zero after the last portion of fluid is removed 
As long as the aspirating needle remains 
in the effusion, the negative pressure rises 
slowly and in proportion to the fluid removed 
However, as the fluid level drops there is a 
point where the aspirating needle enters the 
air space above the fluid There is now a 
sudden withdrawal of the air from the pleural 
space The negative pressure shoots up rap- 
idly and the patient usually complains of 
feeling weak, dyspnoelc and may show signs 
of shock These sudden symptoms are due to 
a rapid mediastinal shift and circulatory 
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embarrassment If the negative pressure is 
not quickly relieved by the operator, the pa- 
tient may develop definite signs of circulatory 
and respiratory embarrassment which may 
last for several hours or days These symp- 
toms continue until there Is partial re-expan- 
sion of the collapsed lung or until sufficient 
fluid can accumulate to help relieve the 
mediastinal shift and high negative pressure 
When the fluid level drops below the point 
of the aspirating needle and the air above 
the fluid is suddenly withdrawn, the suction 
should be stopped Immediately, the suction 
broken by admitting air into the suction line 
through the T valve and sufficient air intro- 
duced from the pneumothorax machine to 
equalize the negative pressure This Is the 
critical point with most patients and the 
place where controlled pressure readings are 
most important It provides a method for 
immediately equalizing this rapid rise in 
negative pressure If this high negative pres- 
sure is not relieved immediately, some or all 


the Chest October 

of the signs and symptoms previously men- 
tioned will develop 

If it is considered desirable to remove more 
fluid after the fluid level has dropped below 
the point of the aspirating needle, the needle 
can be tipped downward and the patient sup- 
ported so that he can lean slightly backward, 
keeping the spine stiff and bending from the 
hips Once this critical level has been reached, 
further aspiration should be continued cau- 
tiously If the fluid level has dropped to the 
10th rib posteriorly, it is usually not neces- 
sary to completely drain the entire effusion 
since more fluid frequently develops or the 
residue becomes absorbed The final pressure 
should be adjusted to zero 

Patients who have had their fluid removed 
by the controlled method feel no ill after- 
effects and the procedure can be carried out 
in the office when the proper equipment is 
available and the patient Is ambulatory 

45 Fremont Street 
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Pneumoperitoneum With Phrenic Paralysis 

LEON Q WOODFORD, MX) . FJl C CP • 

Everett, Washington 


Brief History of Phrenic Paralysis 

The early operative procedures for phrenic 
paralysis or neurectomy were reported from 
1912 to 1922 by Stuertz, Bardenhuer, Och- 
lecher, Sauerbruch, Ralph Matson, Felix, 
Goetz, John Alexander, and others 
Avulsion, exeresis or permanent paralysis 
are not so often used as formerly Most Amer- 
ican workers have followed John Alexander 
and others In merely crushing the nerve and 
resecting the accessory roots, thus obtaining 
temporary phrenic paralysis 
Indications — Either alone, or more often in 
combination. It Is a valuable procedure in 
the control of active tuberculosis Due to 
subsequent complicating involvement of an- 
other lobe or lung and Its Insufficiency alone 
as compared with pneumothorax, it Is now 
less used It is more often indicated In com- 
bination with some other form of limg col- 
lapse It aids In lower lobe Involvement It 


•Medical Consultant, Aldercrest Sanatorium 


is sometimes used when pneumothorax is 
Indicated but cannot produce collapse or sat- 
isfactory partial coUapse, on accoimt of ad- 
hesions, even after Intrapleural pneumolysis, ^ 
for economic reasons when pneumothorax 
cannot be used, in exceptional cases in com- 
bination with thoracoplasty, in some cases 
following pneumothorax, in combination with 
pneumoperitoneum when pneumoperitoneum 
IS indicated and additional collapse on the 
most involved side is needed, on the collateral 
Ixmg instead of bilateral pneumothorax 
Contra-indications— It is contra-indicated 

(a) when more effective or less radical meth- 
ods of treatment are applicable without it, 

(b) In bronchial asthma, emphysema or 
marked dyspnoea, (c) when it will obviously 
be inefficient for coUapse purposes on ac- 
count of adhesions, or on account of the 
extent, location or exudative type of disease,^ 
(d) with heart and renal complications Poor 
final results and complications arising from 
later extension of tuberculosis involvement 
have increased the contra-indications for per- 
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manent phrenic paralysis except when defi- 
nitely and permanently indicated 

Phrenic neurectomy^ or pneumoperitoneum 
should be considered next after pneumothorax 
and pneumolysis, and before more radical col- 
lapse measures are contemplated 

Pneumoperitoneum 

Pneumoperitoneum has been used since 1902 
for diagnostic piuposes Since about 1917 it 
has been used for intestinal and peritoneal 
tuberculosis It is a form of collapse therapy 
applicable to selected cases of pulmonary tu- 
berculosis, lung abscess and bronchiectasis 
It does not produce as complete a degree of 
collapse as a satisfactory pneumothorax Ban- 
yaP reported on this subject in 1931, and more 
recently in 1940 ’ Hobby^ wrote concerning it 
in 1938 and Burge^ published an excellent 
article in 1938 

Indications for artificial pneumoperitoneum 
in the treatment of pulmonary tuberculosis 
are as follows 

1) Pneumoperitoneum is indicated m cer- 
tain cases of bilateral pulmonary tubercu- 
losis too acutely ill or too extensive for bi- 
lateral pneumothorax In cases following an 
attempt at pneumothorax, or after a phrenic 
neurectomy, especially if vomiting or definite 
symptoms of abdominal tuberculosis are pres- 
ent Pneumoperitoneum may be used in the 
presence of dyspnoea, marked emphysema or 
allergic bronchial asthma, as it is controllable, 
and need not and usually does not produce 
appreciable dyspnoea 

2) If artificial pneumothorax is Indicated 
but cannot be established or made effectual, 
either pneumoperitoneum or phrenic or both 
are next considered 

3) Severe hemorrhage not controlled by 
better means 

4) Following pregnancy 

5) Following reactivation of the tuberculous 
process after pneumothorax has been discon- 
tinued and pneumothorax cannot be re-estab- 
lished 

6) After phrenic nerve paralysis* when spu- 
tum remains positive and collapse or rise of 
the diaphragm are insufficient 

7) In bilateral pulmonary tuberculosis com- 
plicated by abdominal tuberculosis or basal 
bronchiectasis 

8) When pneumothorax is disregarded on 
account of the advanced age of the patient 


9) In addition to pneumothorax in which 
basal collapse is desired but prevented by 
adhesions 

10) In addition to pneumothorax when ab- 
dominal tuberculosis occurs or persistent 
vomiting attacks and anorexia, or imexplamed 
abdominal pain develops 

Contra-indications are as follows 

1) When satisfactory results can be obtain- 
ed by available and more orthodox methods 
of collapse, pneumoperitoneum does not col- 
lapse the lung sufficiently to compete with 
nor supplant them In pulmonary bilateral 
cases it may supplement pneumothorax or 
phrenic paralysis* 

2) Generalized tuberculosis 

3) Amyloidosis 

4) Diseases of the aorta and coronary ar- 
teries 

5) Cardiac decompensation or myocardial 
insufficiency 

Risks or Disadvantages of pneumoperi- 
toneum which must be controlled or avoided 
are 

1) The gas or air is absorbed at approxi- 
mately twice the rate from the abdominal 
peritoneum as from the unilateral pleura 
Refills which at first are given twice weekly, 
may later be extended to weekly with air and 
fortnightly with nitrogen 

2) Visceral puncture near adhesions or 
hemorrhage from vessel puncture 

3) Fluid in the peritoneum may be present 
or develop later, but does not often persist 
and seldom interferes with treatment 

4) Less complete collapse of limg is ob- 
tained than with satisfactory pneumothorax 
or thoracoplasty 

5) Tissue or mediastinal emphysema may 
develop above the diaphragm or within a 
hernia 

6) Gas embolism may and has occurred 
Most careful technique is imperative Peri- 
toneal shock may occur from too sudden dis- 
tension of the abdomen Pain in the abdomen 
may require codeine in some cases after early 
refills, or discontinuance of pneumoperi- 
toneum 

Advantages of Pneumoperitoneum are as 
follows 

1) The pressures for collapse are control- 
lable 

2) Bilateral or selective collapse in the most 
diseased area is favored 
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3) There is less danger of spontaneous col- 
lapse than with pneumothorax 

4) X-ray and physical pulmonary findings 
are not obscured 

5) More uniform upward pressure under 
the diaphragm can be made by continuously 
wearing an elastic abdominal belt between 
refills 

6) Pneumoperitoneum does not interfere 
with nor replace the routine diet for abdomi- 
nal tuberculosis noi calcium therapy nor 
ultra-violet radiation 

Physiological Changes produced are as fol- 
lows 

1) Lymph stasis and fibrosis are favored 

2) Tissue anoxemia and congestion are less 
favorable for the growth and spread of aero- 
bic tubercle bacilli 

3) Fifteen to 35 per cent reduction in chest 
capacity with the decreased vertical length 
of the limg 

4) Decreased movement and relaxation of 
tissue around cavities and areas of exudative 
tuberculosis 

5) Relief of toxemia and vomiting and im- 
provement of or recovery from abdominal 
symptoms or complications 

6) The psychic effect favors recovery since 
the patient feels that something is being done 

The Technique of Pneumoperitoneum is 
easily learned by those domg pneumothorax 
as it is very much the same procedure Below 
the diaphragm the absence of negative pres- 
sure makes precaution of technique and tac- 
tile sense most necessary, in order to know 
that the blunt needle point is piaced just 
through the parietal peritoneum and not in 
a tissue or blood vessel At the initial fill the 
patient Is supine or slightly turned on the 
right side, with the head and chest and upper 
abdomen raised at an angle of about 15 to 
25 degrees, the stomach empty and the abdo- 
men relaxed 

With strictly aseptic technique, through a 
24 to 27 gauge IV^-inch needle, Yz to 2 per 
cent novocaine (2 to 5 cc ), is injected im- 
mediately below the left costal border, just 
outside the border of the rectus muscle, sub- 
cutaneously and nearly to the peritoneum 
After puncture of the skin, one may care- 
fully advance the blunt Floyd needle with 
the water manometer attached to and Just 
through the peritoneum A few cc of air Is 
injected Any undue rise of pressure or pres- 


sme pain felt by the patient warns one that 
the needle point is not correctely placed or 
that adhesions may be present 

I prefer to use a blunt 2i^-lnch 19 gauge 
needle on a 5 cc syringe of novocaine solu- 
tion (1^ to 2 per cent), forcing the solution 
ahead of the needle carefully, feeling and 
guiding the needle through the tissue layers 
of the abdomen with the left hand, to and 
just through the sensitive parietal peri- 
toneum, stopping when the release of pres- 
sure is felt, the instant the needle end is 
through the peritoneum 

Inject the remaining few cc of novocaine 
and check for any blood through the needle 
by slight aspiration Connect the manometer 
directly or through a three-way connector 
The amount of gas Injected depends upon 
the manometer pressures and upon the feeling 
of fullness of the patient After the gas pocket 
is formed, positive fluctuation may be noted 
with each Inspiration and tympany over the 
gas pocket or liver Three hundred, 500, 1,000, 
1,500 cc may be Injected at each refill Pres- 
sure should not go above 4 cm of water at 
the first injection^ The patient should be 
warned that there will be slight discomfort 
of the shoulders immediately after the first 
injection 

Subsequent refills every 2 to 4 days may be 
increased by 1 cm of water pressure at each 
refill up to 9 to 11 cm Frequent fluoroscopic 
observations in the upright position and film 
control are necessary After the visualiza- 
tion of a definite gas pocket below the dia- 
phragm, one may do the subsequent puncture 
more conveniently with a short beveled 20 
gauge 2 y 2 -inch rustless needle attached to a 
2 cc syringe of novocame (2 per cent) solu- 
tion Doctor Banyai^ prefers to give the first 
injection three fingers breadth below and to 
the left of the umbilicus I find that with the 
firmer support of the rather thin abdominal 
wall immediately below the left costal bor- 
der that I can more exactly slowly pierce 
the peritoneum without plunging suddenly 
through, and without imfavorable pressure 
inward upon the xmderlying viscera 

Oxygen is preferred by some physicians, 
and is safely and quickly absorbed in case of 
accidental injection into a vein Also, it is 
thought to have a more favorable Influence 
on the tuberculosis of the abdomen ^ Air is 
most available It is absorbed half as quickly 
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as oxygen Later refills of air at weekly In- 
tervals are more practical for maintaining 
pneumoperitoneum space and pressures Ni- 
trogen is advisedly Indicated in the presence 
of febrile peritoneal reactions following re- 
fills or of peritoneal fluid 

Combined Phrenic Paralysis and 
Pneumoperitoneum 

The present report is based upon five cases 
on which the writer performed both proce- 
dures during 1938 and 1940 

Indications — When one or more of the pre- 
viously enumerated indications are present 
for phrenic paralysis or pneumoperitoneum, 
much additional necessary unilateral collapse 
may be obtained by combining the two pro- 
cedures in the following situations 

1) When both lungs are involved and other 
available forms for needed collapse are con- 
sidered less suitable and cavitation of the 
most Involved lung is not too rigid nor ex- 
tensive for probable effective collapse 

2) In essentially unilateral cases after 
phrenic paralysis, when additional rise of the 
diaphragm is needed, sputum remains posi- 
tive and it is expected that closure of cavi- 
ties and conversion of sputum can be accom- 
plished The procedure is especially suitable 
lor a persisting basal lesion, or when persis- 
tent vomiting is present alter left phrenic 

3) With pneumoperitoneum for abdominal 
symptoms when the worst lung requires addi- 
tional rise of the diaphragm by phrenic par- 
alysis 9 

4) A few selected advanced cases,® other- 
wise hopeless, who may respond favorably to 
pneumoperitoneum or to the combined treat- 
ment or may later become amenable to thora- 
coplasty, or extrapleural pneumothorax, etc 
In this group discretion is necessary or treat- 
ment may prove to be only palliative or even 
harmful 

Conclusions 

1) Meddlesome or hopeless collapse is con- 
demned and shovild be avoided Some failures 
may be anticipated by the physician but too 
many will discourage indicated future use of 
helpful methods of collapse 

2) When phrenic paralysis and pneumo- 
peritoneum are indicated better results wUl 
usually be obtained If the phrenic Is done 
first 


3) The simplest effective indicated avail- 
able methods of collapse should be considered 
before dangerous radical procedures are con- 
templated 

4) Pneumoperitoneum and phrenic paraly- 
sis may be combined to secure partial, but 
often sufficient collapse of one or both lungs 
to produce the best and least deforming end 
results obtainable in some indicated cases of 
difficult reactivated or complicated or chronic 
moderately advanced or advanced pulmonary 
tuberculosis 

“It is safe to say that the addition of dia- 
phragmatic paralysis doubles the effective 
(imilateral) collapse possible with pneumo- 
peritoneum In one case 50 per cent of col- 
lapse of the left lung volume was obtained 

“The Increasing use of pneinnoperitoneum 
as a method of collapse In individuals in whom 
pneumothorax cannot be accomplished has 
opened up a new field for the use of dia- 
phragmatic paralysis ” 

Case Reports 

Case No 1041 — Miss H O , Swedish female, 
age 18, high school student Has had contact 
with two members of her family who had 
died from pulmonary tuberculosis Had jaw 
broken in automobile accident in 1936 Has 
had cough for several years Acutely lU for 
the past six weeks “Had known she had 
tuberculosis a long time,” but feels utterly 
helpless and hopeless to combat it First seen 
June 10, 1938 Diagnosis Right lung mixed 
infiltration hUus and right upper lobe Pro- 
gressive rales to 4 ds and 2 r moderately 
advanced progressive Left lung exudative 
pneumonic caseous cavernous, 2 lobes (cavi- 
tation 2 to 4 cm ) Rales to 5 r 6 d s Ad- 
vanced C rapid-sputum positive, weight 94 
pounds Vertical measurement right 20 5 cm , 
left, 22 cm (Film 1) 

Rest dietetic regimen instituted Hemo- 
globin 59 per cent, sedimentation rate 28 
She denies previous pleurisy During July, 
August and September six attempts at pneu- 
mothorax failed to find space and no air was 
Injected July 3, 1938, temperature range 
97 4'’-100 2°, pulse 80-120 September and Oc- 
tober amenorrhea — October abdominal ssunp- 
toms, persistent vomiting, pain In abdomen 
with increased temperature Anorexia, tox- 
emia, loss of weight from 104 14 to 94 pounds 
October 15 to November 15 — Thoracoplasty 
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contra-indicated, too ill, and bilateral involve- 
ment December 1 — Oxyperitoneum 'begun, 
700 cc, end pressure 4 cm Some pain in 
shoulders Temperature 101° dropped to 99°, 
on following day rose to 103 2° fourth day 
December 7~temperature 101°, oxygen 1,000 
cc Manometer 4-5i/2 December 12, oxygen 
1,000 cc Manometer +7 

December 15— Air 100 cc Manometer +lVz 
December 22 (S)— Sputum less =15 cc m 24 
hours January 15, 1939— Much Improved, 
better appetite, feels much better, less toxic 
— S=12 cc Has stopped vomiting since gas, 
gained some weight 3 14, S=22 cc Vertical 
chest left, 16 5 cm 

March 29 — ^Left temporary phrenic paraly- 
sis (palliative) with good increased rise of 
diaphragm March 10 film showed increase 
in cavity at apex Weight 93 pounds June 
7, 1939 (Film 11) August 10 — Sputum=2 cc 
Pain right caecum, end pressures reduced +9 
to -1-7 to +8 cm Vertical chest left 13 5 cm 
Feels better, increased abdominal pressures 
only pushed right diaphragm up farther No- 
vember 23, 24 — Home three days Thanicsgiv- 
Ing S=6 cc Manometer 9 cm Sedimentation 
rate 65, temperature 97 6°-98°, pulse 84-96 
undisturbed January 28, 1940 — A little fluid 
in peritoneum but has contmued to improve 
since March 27, 1940 (Film m) Left chest 135 
cm April 11 — S=3 cc May 9 — Diaphragm has 
descended some Sputum increased Cavity 
stlU present, left apex 

At fourteen months, Jime 3, 1940 — Tempo- 
rary phrenic (left) repeated Weight 89%^ 
pounds June 6— Good paradoxical movement 
of the diaphragm raised 1 5 cm more by 
second phrenic Left chest decreased from 22 
to 12 cm in vertical depth or 10 cm or about 
60 per cent plus decrease of volume July 11 — 


October 

Home, gained three pounds, to 96 14 pounds. 
October 2— Appetite good except at menses, 
some cramps Interfere 

October 9 — Sedimentation rate 62 m m Eat- 
ing for a few days Expectoration in 24 hours 
equals 0 to 1 cc December 4, 1940— Cavities 
all closed, 3 negative 3 day sputums, few rales 
only after cough, to left 6 d s only January 
1, 1941 — Prognosis and improvement continues 
excellent 

Abdominal belt worn previously, had not 
been worn past two weeks Reapplied elastic 
belt Rales were not found at recent previous 
examination Refills every two weeks 500 to 
800 cc, manometer end pressures -1-7 to +8 
cm, before fills +5 to +6 5 cm Patient is 
allowed finger work, bathroom privileges 
Temperature 97 6° to 98° Premenstrual tem- 
perature 99°, weight 881^ pounds Theoretical 
standard weight 113 pounds, previous high 
105 pounds Blood pressure 104/74, pp 30 
Sedimentation rate 40 Previously on 12/20/39 
was 115 mm at one hour Has had 72 refills 
in two years Has lost 2)4 pounds since 2nd 
phrenic Heart imder clavicle on left is raised 
perceptibly — beat 1st interspace— less dysp- 
noea than formerly I expect gain with In- 
creasmg physical activity, to gradually de- 
crease abdominal pressure in order to gain 
weight with present decreased toxemia, now 
that sputum is absent and negative Von 
Bemsdorf Nuclear count 226, October 19, 1940 
(Nuclei of 100 polymorphonuclears) Hough- 
ton’s Index to 166 has risen from a low on 
2/22/1939 of 78 then with a low Nuclear count 
of 185 (Von Bemsdorf) An index of 200 or 
above is considered a satisfactory normal for 
discharge in otherwise apparently arrested 
cases This is a remarkable improvement in 
a patient with a previously bad prognosis 
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Pneumothorax Is an accumulation of air or 
gas in the pleural cavity and may be spon- 
taneous or artificial The latter Is the more 
Important, as it is widely and successfully 
used In the treatment of pulmonary tubercu- 
losis 

Spontaneous pneumothorax Is caused by 
rupture of the lung — thus allowing air to pass 
Into the pleural cavity There are a number 
of causes of this condition, but pulmonary 
tuberculosis is the major cause Among lesser 
causes are abscess of lung, empyema, bronchi- 
ectasis, wounds and various other causes 
which weaken the visceral pleura The cause 
in some cases Is never determined The symp- 
toms vary from very little disturbance to 
those of severe shock, and sometimes sudden 
death occurs before the patient has time to 
seek medical aid Usually the symptoms are 
sudden pain, dyspnoea, rapid pulse, cyanosis 
and a slight cough These symptoms vary 
greatly In Intensity Physical examination 
reveals an Increase in the respiratory rate, 
the breath sounds are faint or absent and 
there Is a hyperresonant percussion note If 
there Is an effusion, there will be a shifting 
dullness in the base A large opening may 
produce amphoric breathing A metallic tinkle 
can be elicited if there is a complete collapse 

Treatment consists of complete rest in bed, 
with sedatives when indicated Normally, the 
lung will re-expand in one or two months if 
there is no chronic disease which keeps the 
opening patent If there is a valve opening 
which allows the air to enter but not return, 
it is usually necessary to Insert a catheter and 
leave It in place to permit escape of air, thus 


preventing too high intra-plemral pressure 
Tlie needle or catheter is left imtil there Is 
an adjustment and the valve closes In tu- 
berculosis it is often desirable to prevent the 
re-expanslon of the lung by artificial pneu- 
mothorax This depends on the individual 
patient, that Is, the amount of Involvement 
in the good lung, the condition of the col- 
lapsed lung and other factors 

Sudden collapse of the limg Is often the 
cause of death in limg Injuries, such as knife 
stabs, gunshot wounds, broken ribs, etc A 
quick insertion of a needle into the pleural 
space will many times save the life of such 
injured persons when It has been determined 
that the lung Is collapsed 

Artificial pneumothorax has been used ex- 
tensively only In comparatively recent years 
Littr6, in writing of Hippocrates, stated that 
Hippocrates had recommended, when a spon- 
taneous pneumothorax occurred. It was some- 
times desirable to fill a bladder with air and 
send it into the chest Several other writers 
mentioned this method of treatment John B 
Murphy reported five cases in the late 19th 
century Brauer in 1905 published works on 
pneumothorax and it was given world-wide 
attention Prom that date artificial pneumo- 
thorax began to be used therapeutically more 
or less extensively 

Pneumothorax is the most satisfactory form 
of collapse therapy Its mode of action is 
promotion of rest of the diseased areas Cav- 
ity walls are brought into proximity in suc- 
cessful treatment The extension of disease is 
held in check, as is the absorption of toxin 
With active disease in the contra-lateral lung. 
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extreme care must be taken to prevent ex- 
tension of disease in the uncollapsed lung, 
as sometimes Increased function in the better 
lung may aggravate the disease This form of 
therapy can be discontinued in such cases by 
withdrawing the air from the pleural space, 
or allovnng it to absorb, if the lung still has 
the ability to re-expand 
The indications for collapsing the lung by 
this method vary widely and an individual 
study of every case Is necessary We do not 
attempt an initial pneumothorax until the 
patient has become adjusted to his surround- 
ings and we have made a careful study of 
the symptoms, x-ray findings, laboratory re- 
ports and physical slgn^ in the chest Of 
course, in emergencies, such as bleeding or 
very severe symptoms, the observation period 
must be omitted and pneumothorax attempted 
at once In far-advanced cases, with cavity 
formation, some form of collapse is Indicated 
as early as feasible, and pneumothorax Is the 
method of choice when possible When the 
patient shows noticeable improvement in the 
observation period and there are no cavities, 
even though the sputum Is positive, we do not 
hesitate to delay and, when indicated, let 
rest, fresh air and nourishment heal the dis- 
eased lungs, especially when there is no 
pleurisy, which might cause adhesions and 
prevent later collapse 
Pneumothorax Is used in non-tuberculous 
disease, but not so widely as in tuberculosis 
It has been used as a diagnostic aid in tu- 
mors of the lung, also it is sometimes used 
m pneumonia, but with unsatisfactory results 
Sometimes pulmonary abscess is treated in 
this manner and in about 50 per cent of the 
cases reported to be satisfactory 
Seldom, If ever, does one see moderately 
or advanced tuberculosis in one lung without 
involvement in the other lung Often the 
contra-lateral lung will show marked improve- 
ment after the collapse of a more diseased 
lung, in spite of the additional load it is forced 
to carry Bleeding is usually an indication for 
an Immediate attempt to collapse the dis- 
eased lung It IS often difficult to tell from 
which lung the blood Is coming Coarse bub- 
bling rales can usually be heard in the lung 
that is bleeding and often the patient can 
feel from which side the blood comes 
BUateral pneumothorax is often of great 
therapeutic value In bilateral cavity disease 
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or m progressive bilateral disease this pro- 
cedure is often useful Extreme care in the 
degree of collapse is necessary and should be 
checked by physical and by fluoroscopic ex- 
amination Variations m the amount of col- 
lapse depend on the involvement in the lung 
on each side When there is a complete col- 
lapse of one lung, it should be allowed to 
partially expand before attempting to insti- 
tute collapse therapy in the other side, to 
safeguard as much as possible against an 
accidental total collapse by needle puncture 
or rupture of the lung due to some other 
cause 

The apparatus used by us is a simple one, 
made to order, with the minimum amount 
of valves and gadgets to get out of order 
There are different types of machines on the 
market, but all Involve the same principles 
A bottle for storing the air or gas and a 
means of delivering this into the pleural space 
in measured amounts, connected with a 
manometer which registers the Intra-pleural 
pressures The simplest type is where water 
flows from one bottle into another, displacing 
air which passes through a rubber tube con- 
nected to a needle, the point of which is in 
free pleural space The bottles are graduated 
and in this manner the amount of air dis- 
placed can be measured By reversing the 
bottles, suction is obtained and a measured 
amount of air can be withdrawn We use 
three needles, a small hyperdermic needle for 
anesthetizing the skin, a small calibre longer 
needle for continuing the anesthetization of 
tissues through the parietal pleura, and the 
large calibre pneumothorax needle The lat- 
ter should be dull for the initial treatment 
and several thereafter, then a sharp needle 
Is feasible, after the lung is away from the 
chest wall We use 2 per cent novocalne and 
air both for initial and refills 

The technic is simple, but extreme care 
must be used The skin is anesthetized after 
preparation at the site selected, using 2 per 
cent novocaine, then the larger needle is 
slowly pushed between the ribs and the anes- 
thetic introduced as the needle is inserted 
The feel of the tissues determines the loca- 
tion of the point of the needle so that the 
operator can usually determine when the 
parietal pleura is reached In an initial in- 
jection, one must be careful not to puncture 
the visceral pieura with the sharp-pointed 
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anesthetic needle In refills, where the lung 
is well away from the chest wall, such care 
is not necessary The larger needle is now 
mtroduced and connected to the apparatus 
In the initial injection there should be wide 
negative oscillations If there is only a small 
pocket, the oscillations will be narrow and 
not so negative, depending on the size of the 
pocket A cavity will give oscillations if the 
needle has punctured the limg, as will the 
limg A slight cough will cause a sudden 
change In pressure when the needle point is in 
free space Also a deep breath will cause wide 
manometer variations One should under no 
circumstances introduce air unless the mano- 
meter properly oscillates This precaution will 
many times save trouble and perhaps prevent 
an air embolism Be sure you are in free 
space before releasing air We have never had 
a fatality during pneumothorax injections 
since the author has been at Cragmor in 
thousands of traetments over nineteen years 
There have been several cases where the pa- 
tient lost consciousness, but they were revived 
with no apparent harm Whenever possible, 
the patient should be in an institution for the 
initial injection, with all facilities for any 
emergency, and a physician unskilled in such 
work should first, under the observation of 
an experienced man, give refills, then, still 
under close observation by his instructor, be- 
gin initial injections Accidents happen with 
the most experienced and when it happens 
to one imtrained in the danger and precau- 
tions, it is a greater tragedy 
The intervals between Injections of, and the 
amoimt of air vary with each patient As a 
rule, we never Inject more than 300 cc with 
the initial treatment and sometimes even 
less, then on the following day 2-500 cc , de- 
pending on the pressure increase as the air 
is Injected Refills are then made every 2-4 
days for the first week or ten days, then the 
time is gradually extended according to the 
rate of absorption and the degree of collapse 
As a rule, the longer the patient takes pneu- 
mothorax, the slower the absorption, that is, 
up to several months or a year, when the 
absorption will usually be at a regular rate 
Until the interval between Injections and the 
amoimt of air have become established, the 
patient should be examined at specified in- 
tervals, both by physical and fluoroscopic ex- 
aminations 


The intra-pleural pressure should be the 
mmimum that will produce results, that Is, 
keep the diseased part of the lung collapsed 
Often a 0 pressure will completely collapse 
a lung Too much variation in pressure is 
not advisable, and when the air is rapidly 
absorbed the intervals between ejections 
should be shortened to compensate for same 
Permitting the limg to partially re-expand 
should be prevented as far as practical, as it 
seems to delay healing and promote effusion 

The most serious danger in administering 
pneumothorax is gas embolism or pleural 
shock, thought by some to be the same thing, 
namely, air embolism This occurs more often 
in initial treatment, but may occur in refills 
Extreme care in withholding air untU one is 
sure that the point of the needle is in free 
space will help prevent the occurrence of an 
embolism We feel that there is less danger 
of “pleural shock” when one anesthetizes the 
pleura slowly and well, first with a fine calibre 
needle Some men do not use anesthesia in 
refills and we have had patients who re- 
quested that no anesthetic be used They 
say that one quick puncture with the large 
needle is more satisfactory with them than 
the use of several needles Pleural shock or 
embolism may occur suddenly or there may 
be prodromal symptons — hypersensitivity to 
pain during the administration should be 
watched particularly — then the eyes are usu- 
ally fixed The patient is unconscious, or at 
least unable to speak, and may have muscular 
movements simulating convulsions 

Marked effusions with serous, or purulent 
exudate, may be a complication Empyema 
occurs more often in long continued pneumo- 
thoracles Where there is no mixed infection, 
ttiany time empyema may be treated by the 
closed method It may be necessary to estab- 
lish open drainage by resecting a rib or sev- 
eral ribs 

Extensive uncontrollable disease in the 
contra-lateral lung may necessitate discon- 
tinuance of pneumothorax Marked cyanosis 
and dyspnoea may make it advisable to dis- 
continue refills or even to withdraw air, or 
bUateral pneumothorax may be indicated 

There Is no concensus of opinion regarding 
when pneumothorax should be discontinued 
There are wide divergencies of opinion, al- 
most as divergent as who wlU win the war 
The condition of the lung before pneumo- 
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thorax was started should be carefully studied 
We believe that when there was a large cavity 
or cavities that the pneumothorax should be 
continued Indefinitely, as long as there is no 
contra-indication Thick wall cavities many 
times will not heal even though the collapse 
has been continued for years In less extreme 
disease the patient is advised of the dangers 
of allowing the limg to re-expand, and also 
of the danger of long-continued pneumo- 
thorax Then we give him our opinion and 
let him express his desires in the matter 

In a communication from Dr T J Klnsella 
of Minneapolis, he states 'T am still of the 
opinion that a considerable number of pneu- 
mothoracies which were started for extensive 
disease for large cavities should never be dis- 
continued We are seeing more and more pa- 
tients who come up for thoracoplasty who 
have given up a perfectly satisfactory pneu- 
mothorax sometime before and subsequently 
reactivated the disease in the original site ” 
In a recent publication, “Artificial Pneumo- 
thorax," by Packard, Hayes and Blanchet, the 
statement is made that “In general it may 
be stated that the greater the involvement, 
the longer should the collapse be maintained 
Par-advanced disease with cavity formation 
has, as a rule, been purposely confined by 
pneumothorax for periods of five or six years, 
or longer Most operators advise this length 
of time ” When it has been decided to allow 
re-expansion of the limg, the condition of the 
expanding lung should be watched both by 
x-ray and physical examination, and if signs 
and symptoms of active disease appears be- 
fore pleural adhesions prevent it, the lung 
should be re-collapsed The patient should 
continue his daily life under the same con- 
ditions he has been under while his lung was 
collapsed 

Difficulties may arise in the re-expandlng 
side The lung may fall to re-expand, due 
to stenosis of main bronchus, thickened 
pleura with pleural effusion or extensive fi- 
brosis In the lung As stated above, signs 
and symptoms of active disease may appear 
as an old cavity opens Too often the cavity 
may seem to be closed until after the lung 
has been re-expanded and adhered, then it 
re-opens with all the adverse signs and symp- 
toms Increasing negative pleural pressure 
may cause discomfort and shifting of the 
thoracic organs The most extreme case ever 
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seen by us of this shifting mediastinum was 
that of a man thirty years old who had been 
taking pneumothorax for ten years for ex- 
tensive disease of the right lung Six months 
previously he had a refill and was told to 
return in six weeks He returned to a neigh- 
boring state and was not seen for six months 
At this time he came back with extreme dysp- 
noea, and a very rapid pulse, 140-160 He 
was cyanotic and it seemed that he was near 
death Dr A M Forster, whom he had come 
to consult, advised an attempt to relieve him 
by injecting air into the pleural space and 
re-collapse his limg The apex beat could be 
felt against the right chest wall No evi- 
dence of free space could be determmed by 
x-ray or physical sign Dr Forster stated that 
he had seen one other similar case In consul- 
tation and had advised such a procedure It 
was not done and the patient died in a few 
hours In the above instance a needle was 
introduced, marked negative oscillations ob- 
tained, air was introduced, the torsion of the 
thoracic vessels relieved and Immediately aU 
the patient’s adverse symptoms disappeared 
He went his way, stating that he was going 
to California, and has never returned for 
further treatment Such an extreme case is 
very rare, but It may be necessary to relieve 
negative pressure by a small amount of air 
as the lung re-expands Serous fluid often 
collects In the pleural space when the lung 
is re-expanding It Is not necessary to as- 
pirate, and the fluid will gradually absorb 
The mediastinum may be displaced toward 
the collapsed side, pulling the heart toward 
that side 

In conclusion, it may be said that artificial 
pneumothorax Is a simple procedure, but 
should be studied in all its phases when a 
physician gives this type of treatment He 
should at all times be careful In his technic 
and be prepared for treating any complica- 
tion that may arise Whenever possible, he 
should have access to a fluoroscope and It 
Is often advisable to fluoroscope the patient 
before and after a reflU When a patient Is 
traveling he should be advised of an experi- 
enced physician m the locality where he plans 
to be at the time he Is due for a refill The 
amount of air given, with opening and closing 
pressures of several previous refills, should 
be gdven him to aid the doctor to whom he 
is referred If he contemplates going to a 
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high altitude, it should not be directly after 
a refill, but towards the middle or end of the 
period intervening between refills, or less 
pressure should be given if a trip to higher 
altitude is planned soon after a treatment 
The patient should consult a physician ear- 
lier than usual, to check the condition of 


his collapse at this lower altitude Pressime 
Increases at higher altitudes and if this pre- 
caution is not observed symptoms might arise 
from increased Intra-plemral pressure In 
short, individualize every patient and treat 
him according to his needs 




Why the Late Entry Into the Sanatorium^ 

VICTOR A LOOKANOFF MX) • 

Hatothorne, Wisconsin 


Preface 

Many of the subjects dealt with in this 
paper are of a controversial natime Honest 
differences of opinion are bound to occur 
However, it is only by a frank discussion of 
these same problems that progress can be 
made 

I should like to express my appreciation in 
the presentation of this paper to Dr Earl E 

Carpenter and Miss Anne Durbiak 

« * * 

There is no one in the field of tuberculosis 
who does not realize that the greater bulk of 
patients coming to sanatoria enter in the 
later stages of the disease This Is proved by 
the many statistics from tuberculosis hos- 
pitals throughout America 

In the State of Wisconsin, a total of 13 
sanatoria show that an average of 18 per cent 
enter in th emlnlmal, whereas 82 per cent 
come in the moderately and far-advanced 
stages Questionnaires were sent to 1,000 
patients in the State of Wisconsin by Dr Earl 
E Carpenter, superintendent of the Middle 
River Sanatorium, and the results of the sta- 
tistics thus obtained were 13 per cent mini- 
mal, 39 per cent moderately advanced and 
48 per cent far advanced on admission 

Koerth et al> state that in the Texas State 
Sanatorium 3 9 per cent are minimal, whereas 
76 9 per cent are advanced and 16 5 per cent 
childhood and non-tuberculous on entrance 
Data from other sanatoria corroborate this 
large percentage of moderately and far- 
advanced cases throughout this and other 
countries 


•Middle River Sanatorium 


The obvious advantages of diagnosing the 
disease in incipiency are 

1) Greater possibility of cure 

2) Smaller risk of infecting other indi- 
viduals 

3) Lower cost of effecting a cure 

Our problem, briefly, in this paper is an 
Inspection of the reasons for this appallingly 
late entry and how Improvement can be made 
Let us examine in some detail the methods of 
discovering tuberculosis under the present 
plan 

1) The patient develops symptoms, such as 
cough, expectoration, fatigue, loss of weight, 
hemoptysis, pains in the chest, et cetera He 
consults his physician, who, being on the alert 
for pulmonary tuberculosis, proceeds to make 
physical and laboratory examinations The 
findings being sufficient, an x-ray is taken, 
tuberculosis is discovered, and the patient is 
soon placed in a sanatorium or kept at home 
under the watchful eye of the physician 

2) Because of a familial history of tubercu- 
losis and because definite contact with a tu- 
berculous individual has been established, an 
examination, physical or roentgenologic, Is 
made and the disease foimd, sometimes with 
symptoms present and sometimes when they 
are absent 

3) Through examination of normal indi- 
viduals by Insurance companies, health as- 
sociations, private physicians and in pre- 
employment groups and school clinics, 
so-called “normal mdividuals” are found to 
have pulmonary tuberculosis without symp- 
toms 

4) By large scale tuberculin testing of in- 
dividuals such as school children, contacts, 
et cetera, x-rays made of the reactors, and 
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cases of pulmonary tuberculosis are found 

Diagnosis on Basis of Symptoms and 
Physical Signs 

Under our present methods, symptoms are 
the largest single factor In bringing the diag- 
nosis to light Of our 1,000 patients questioned, 
43 5 per cent admitted that symptoms first 
brought them to the physician, but only 42, 
less than 10 per cent, entered as minimal 
cases Unfortunately, 393 patients did not 
present any symptoms at aU, apparently, untU 
the later stages of the disease were reached 
Since only 4 2 per cent of our group of 1,000 
were discovered as the result of symptoms 
while still in the minimal stage, symptoms 
are, indeed, a poor aid in making early diag- 
nosis 

Steinberg and Barnard, ^ of the Department 
of Health in the City of New York, give an 
Illuminating study of 717 cases showing t 3 ipical 
simiptoms of pulmonary tuberculosis, such as 
severe fatigue, chills, loss of weight, night 
sweats and local symptoms, such as pain in 
the chest, cough and expectoration, dyspnea, 
et cetera When examined by x-ray, they were 
neatly divided Into three groups Group num- 
ber 1, 239 cases, presented no lesions at all 
Group number 2, 239 cases, presented non- 
tuberculous lesions and group number 3, 239 
cases, were definitely tuberculous Symptoms 
led to a diagnosis of tuberculosis in one case 
out of three, although typical symptoms were 
present in all of them The following table** 
by these authors shows this comparison 
In examining 1,000 unemployed men by 
x-ray, Shurly and Brachman^ found that 2 
per cent presented symptoms suggestive of 
the disease and 70 per cent would have been 
missed had symptoms been the criteria for 
discovering the disease, 21 active cases of tu- 
berculosis having been found 
Another factor in this chain of circum- 
stances is the relative inefficiency of the 
physical examination in determining the 
presence or absence of pulmonary tubercu- 
losis Of the 21 cases mentioned above, 52 3 
per cent showed no sign of active tuberculosis 
by physical examination On our 1,000 ques- 
tioned cases, 31 5 per cent had a first diag- 
nosis other than pulmonary tuberculosis This 


* ’Reproduced here by permission of Dr Steinberg 
and the Editor of the American Review of Tu- 
berculosis 


was not because the physician did not recog- 
nize the disease, or was not conscientious m 
his examination, but occurred because the 
so-called characteristic signs were not present 
at the time of examination and the symptoms 
were absent or so vague as to mislead the 
diagnostician 

Heise^ and Brown, ^ examining a large group 
of Individuals, report that rales were present 
in the following percentages minimal cases 
27 per cent, moderately advanced 75 per cent, 
far advanced 90 per cent Obviously the rale 
Is one of the most important single physical 
signs which can lead us to a diagnosis of 
early tuberculosis When a small part of the 
lung is involved, it is too much to hope that 
there will be any change in the fremitus and 
there can be little change in the resonance 
The rale, however, has always been the sheet- 
anchor of physical diagnosis Observe how 
readily one might miss a minimal case of 
tuberculosis by depending on this so-called 
infallible sign Seventy-three per cent would 
be entirely missed until they have reached 
the far-advanced stage, where in 90 per cent 
of the cases rales are present and where 90 
per cent of the cases also fall to get well 

McMahon and Kerper* have shown that 50 


COMPARISON OF SYMPTOMS AND DIAGNOSIS 
OF 717 CASES EXAMINED IN BELLE VUE- 
YORKVILLE CHEST CONSULTATION 
CLINIC (1935) 


Non-Tuberculous Tuberculous 


Symptoms Tio Lesions 

Lesions 

I,ciions 

No symptoms 

40 

14 

15 

General symptoms 

Fever 

61 

67 

53 

Fatigue 

131 

140 

119 

Chills 

51 

68 

40 

Loss of Weight 

110 

121 

106 

Sweats 

55 

83 

57 

Local symptoms 

Pain m chest 

68 

83 

72 

Cough 

132 

195 

151 

Expectoration 

99 

180 

133 

Dyspnoea 

44 

87 

65 

Hemoptysis frank 

6 

5 

25 

Hemoptysis 

streaking 

16 

31 


Gastrointestinal 

7 

10 

5 

Laryngeal 

76 

100 

67 

Sputum positive 

0 

0 

67 

Sputum negative 

159 

187 

97 

No record of sputum 

80 

b2 

75 

Number of cases 

analyzed 

239 

239 

239 


’Calcifications at hilum or in lungs present in 26 
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per cent of the large cavities and 80 per cent 
of the small cavities cannot be diagnosed 
by physical examination because of the lack 
of physical findings These can only be seen 
by x-rays At Trudeau Sanatorium, In a series 
of 500 patients with cavities demonstrable by 
x-ray, only 5 per cent showed the typical signs 
of cavitation All of these figures should cause 
us to stop and realize that by depending on 
the physical examination we have constructed 
another loop-hole whereby tuberculosis can 
slip through the physician’s hands The rea- 
sons for these failures in diagnosis by physical 
examination are many, but a few of them are 
given as follows 

First, certain set conditions must be present 
to give definite signs of cavitation Thick 
fibrous walled cavities with consolidation sur- 
rounding them and with a bronchial com- 
munication usually give the typical signs so 
lovingly demonstrated to the physical diag- 
nosis class Roentgenologically young, elastic, 
thin-walled cavities, which are quite common, 
have no physical signs to demonstrate their 
presence, can only be diagnosed by x-ray, and 
have a strange tendency to appear and dis- 
appear quite rapidly 

Second, because of the crudeness of diag- 
nosis and the localization of the lesion, it was 
originally thought that all involvement began 
at the apex, but it has been shown by Nalbaut 
and Pinner^ in a study of 1,000 cases that in- 
cipient involvement is very much more likely 
to occur in the infraclavicular region than in 
the apical region It is characterized by its 
acuteness and tendency to infiltrate rapidly, 
together with its tendency to excavate early 
Early diagnosis in this particular type of 
lesion is, therefore. Important as compared 
with apical types of involvement, which usu- 
ally are slow and Insidious and do not cavitate 
until later However, the Infraclavicular in- 
volvement, being farther away from the 
stethoscope, is more difficult to hear because 
It Is surrounded by normal lung tissue over- 
laid with bone, and it is only with difficulty 
that anything but normal physical signs are 
elicited Rales are also a poor criterion of 
determining the progress of the disease They 
tend to disappear rather rapidly on bed rest 
The character and number of rales does not 
always show the progression or the retro- 
gression of the disease I have In mind one 
young man who has had x-rays over a period 


of ten years because of the presence of a 
large number of rales at one apex, yet activity 
has never been demonstrated during all of 
this time It may, therefore, be said that 
when physical examination is negative the 
findings must be disregarded for other more 
trustworthy ones, and the efficiency of the 
physical examination must be considered 
questionable, at least in the early diagnosis 
of the disease 

Diagnosis hy Examination of Contacts 

The second method of diagnosing early 
tuberculosis lies in the x-raying of the con- 
tacts of tuberculous patients By the term 
"contact” we refer to any individual who has 
been in more or less close proxlrmty to a 
patient known to have tuberculosis The 
longer and the more intimate the contact, 
the more likely it is that infection has taken 
place This may be a primary infection or 
the reinfection type of the disease 

Dr A A Pleyte^o of the Wisconsin Anti- 
Tuberculosis Asslcation states that in families 
where multiple deaths from tuberculosis have 
occurred, 10 per cent of the contacts are found 
to have reinfection tuberculosis Families 
where one death has occurred reveal 4 to 5 
per cent of the contacts suffering from the 
disease, or more than 15 times the amount 
of disease found in the general population 
Compare this with the percentage found in 
high schools, for instance, in which between 
1/10 and 1/3 of 1 per cent are found to have 
the disease, and it becomes obvious that a 
greater study of the contacts of known cases 
will yield profitable results in finding cases 
early 

Numerous methods are used for studying 
contacts When the family physician discovers 
a case, he makes a determined effort to 
bring in the contacts and to have them 
x-rayed The same procedvue is also used by 
the sanatoria, particularly by the out-patient 
departments, which, after a list of contacts Is 
made, send out an investigator to round up 
aU of the individuals known to be contacts 
of the patient In some cases tuberculin tests 
are made on the contacts of the patient and 
then positive reactors x-rayed, whereas in 
other places all contacts are x-rayed without 
regard for the tuberculin test Should any- 
thing suspicious be noted, the individual may 
be permitted to enter the sanatorium for ob- 
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servation, oi he may be allowed to go about 
his work, and x-rays requested at regular in- 
tervals for observation of the lesions 

In a group of 1,383 children^ under 15 years 
of age, it was revealed that in homes where 
sputum positive cases are found 77 per cent 
of the children had positive tuberculin tests, 
whereas, in homes where negative sputum 
cases were found 45 per cent of the children 
had positive tests 

Weintraub® states that in a group of con- 
tacts studied, 26 per cent had x-ray evidence 
of childhood type of involvement, compared 
with only 10 6 per cent where no definite 
contact could be established In a similiar 
group of contacts 24 per cent had x-ray evi- 
dence of primary infection, compared with 
12 2 per cent In a non-contact group 

Schrempf'o examined 7,214 school children 
by the tuberculin test in Germany He found 
1,460, or approximately 20 2 per cent with a 
positive reaction In families where definite 
exposure to tuberculosis has taken place, 89 3 
per cent were found to be positive, which gives 
added emphasis to the figures of Dr Pleyte, 
that the disease is 15 times as prevalent in a 
family where one death occurs from tubercu- 
losis, as in the average family 

Charles Schuman'o quotes Jessel in stating 
that among the contacts of 1,035 sputum- 
positive cases, who were studied for a period 
of three and one-half years, 153 new cases 
of pidmonary tuberculosis were discovered 
He also states that 205 individuals exposed 
to positive sputum, 49 or 23 9 per cent con- 
tracted the disease, which was contrasted 
with 115 contacts of negative sputum cases 
where only 15 or 13 per cent contracted the 
disease These statistics clearly reveal a “pay 
dirt” of high potentialities in finding the dis- 
ease Sometimes evidence of contact cannot 
be established between two cases for many 
years, but the old slogan, “Every case of tu- 
berculosis comes from another,” cannot be 
questioned 

Other Investigators have proved definitely 
that the amount of infection that occurs is 
almost a mathematical factor of the length 
of time that contact was maintained There 
is also a definite connection between the 
seriousness of the disease in the original case, 
when discovered, and the amount of infec- 
tion which has occurred in the contact 

Johnson, Howard, Smith and Douglas” 
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have shown that in the twelve year study of 
828 children who were contacts, 22 reinfection 
cases were found, which is much higher than 
could be expected in an average group of 
children 

Dr Plunkett states,'^ “The number of cases 
found among children under fifteen, examin- 
ed because of contact or symptoms, was almost 
negligible In case finding programs, there- 
fore, greater emphasis must be placed upon 
securing the examination of adult contacts, 
even to the exclusion of children, when such 
a choice has to be made ” 

Diagnosis by X-ray Surveys 

The third method of locating tuberculosis 
lies in the examination of large groups of 
normal individuals This may be a physical 
examination, fluoroscopic or x-ray examina- 
tion The advocacy of yearly or semi-annual 
“health examinations” can be a positive fac- 
tor, provided the physician does not rely on 
the stethoscope to diagnose pulmonary tuber- 
culosis Where the opportunity is present, 
x-rays should be taken If this is not eco- 
nomically feasible, a fluoroscopic examination 
of the individual is essential, for if tubercu- 
losis is present in the very early stages, it 
will quite often be found 

Edwards'^ gives the results of a large num- 
ber of x-rays taken on Individuals desirous 
of working hi the Department of Health, Fire 
and Education in the City of New York So 
far as we know, all of these persons were 
apparently m good health Routine x-rays 
were taken of prospective employees, who 
were nurses, physicians, dentists, clerks, lab- 
oratory workers and laborers A total of 1,206 
x-rays were taken, and 61 or 4 7 per cent were 
classified as chronic pulmonary tuberculosis 
The average ages of these persons were 31 3 
years for the male and 29 8 for the female 
Inasmuch as many of these individuals were 
professionally concerned with public health 
itself, and since most of them were presumably 
of a fairly high order of intelligence, it seems 
obvious that, had symptoms been present, it 
would not have been necessary to take x-rays 
to reveal the disease 

A group of 5,279 prospective firemen, all 
adult males averaging between 23 and 29 years 
of age, were x-rayed Seventy or 1 3 per cent 
revealed definite chronic pulmlnary tubercu- 
losis In the Department of Education 3,185 


308 



1942 


Diseases of the Chest 


prospective employees were radiographed, 1,- 
660 of whom were male and 1,523 female 
Eighty-three cases or 2 6 per cent of the total 
group were foimd to have chronic pulmonary 
tuberculosis In addition, 1,917 x-rays were 
taken on applicants who desired to become 
guides, and 48 cases or 2 5 per cent were 
found to be actively tuberculous Considering 
that one undiscovered case of tuberculosis for 
which the municipality was responsible might 
cost the city thousands of dollars, it is ob- 
vious that the cost of these 11,687 x-rays is 
far below the cost of taking care of the 262 
cases had they not been discovered prior to 
employment This same factor is certainly 
a strong selling point, not only to various 
branches of the Government, but also to pri- 
vate industry where breakdown from tuber- 
culosis is frequently a subject in which liti- 
gation plays a very important part Fellows,^ 
since 1928, has examined, fluoroscoped and, 
where necessary, x-rayed the Home Office 
employees of the Metropolitan Life Insurance 
Company In the year 1932, 33 cases were 
admitted to thehr sanatorium 

Diagnosis by Tuberculin Surveys 

The fourth and last method of determining 
the presence of tuberculosis is by the tuber- 
culin test, and until a few years ago, few 
persons dared to question the veracity of such 
a simple and inexpensive test as the Mantoux 
or Von Pirquet test However, within the last 
several years a number of investigators have 
shown that the diagnostic importance of the 
tuberculin test is questionable 

Long’'* admits that the tuberculin test may 
show 5 to 10 per cent error 

Dahlstrom’'* examined 2,490 positive reac- 
tors, revealing that 276 or 11 per cent became 
negative at a later period 

Knies'5 examined by the tuberculin test 206 
Individuals in whom tuberculous infection had 
been definitely established by x-ray These 
Individuals ranged in ages from 5 to 75 years, 
and using the first strength tuberculin he 
found that 114 of this group were negative 
Previous to the test, considerable pressure 
had been brought to bear through education, 
interviews, etc , but of these 114 negative 
cases only 34 returned to take the sedond 
strength test Twenty-one of this group were 
negative In a second group of 317 cases, he 
found tliat 7 were negative, although x-rays 


had revealed minimal exudative infiltration 
Knies, therefore, contends that, considering 
the percentage of the group that failed to 
return for the second test — and this is a com- 
mon occurrence — an error of 27 per cent might 
be chalked up against the test A variant 
was discovered in using old tuberculin and 
PPD, and it was determined that old tubercu- 
lin was somewhat more sensitive than PPD, 
although some individuals reacted positively 
to one test and negatively to the other 

Crimm'* reports that in 1,384 cases, 191 or 
13 8 per cent reacted negatively, although 
there was roentgenological evidence of pul- 
monary tuberculosis 

As recently as January, 1941, Tice'" reports 
that 167,345 children were tuberculin tested 
and that of 27,401 positive reactions only 586 
active infections were found, at an estimated 
cost of $450 per case He concludes that "in 
view of the effort and expenditures and hi 
the face of recent developments, case-finding 
limited to the school age groups is unproduc- 
tive and economically contraindicated in large 
scale work ” He apparently feels that x-ray 
surveys of indl'vlduals where there is a high 
death rate from tuberculosis is of greater 
value, and that the miniature x-ray win prob- 
ably take the place of the tuberculin x-ray 
screening method 

Douglas and Blrkelo'® examined by minia- 
ture x-ray and tuberculin-tested 1,425 women 
Five cases of tuberculosis were foimd in this 
group, 3 of whom reacted positively to the 
tuberculin and 2 negatively Had the tuber- 
culin test been used as a criterion, almost 
half of the cases would have been missed 
Musacchio'^ states that in 1,000 cases of pul- 
monary tuberculosis, the more minimal the 
lesion the more positive the reaction In 528 
far-advanced cases of pulmonary tuberculosis 
tested with tuberculm, 17 were non-reacting, 
or, 78 3 per cent of this entire non-reacting 
group were in the far-advanced stage 

Here at the Middle River Sanatorium we 
have tested our patients and found that in 
the first strength Mantoux test 78 per cent 
reacted, and that of 46 non-reactors who 
were given the second strength test, all of 
the minimal cases, 75 per cent of the moder- 
ately advanced and 63 6 per cent of the far- 
advanced cases reacted This shows that 36 4 
per cent of our far-advanced cases did not 
react to the second strength tuberculin The 
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test was repeated in 1940 with a somewhat 
higher percentage of reactors Ten per cent 
of our entire far-advanced group failed to 
react to the test 

Robins^o makes the following statement 
“The pre-adolescent child Is not a fertile field 
for case-finding by the mass survey method 
A study of 9,500 children, 3 to 16 years of 
age, investigated by tuberculin test screening 
and x-ray of the positive reactors, revealed 
only two cases of reinfection tuberculosis ” 
Many organizations spend a good deal of ef- 
fort and money attempting to locate active 
tuberculosis through wholesale tuberculin 
testing upon thousands and thousands of 
school children The positive reactors are 
proudly x-rayed, a few cases of childhood 
Infection are foimd, a rare case of adult tu- 
berculosis is seen and many hundreds of 
thousands of healed childhood tuberculous 
chests are noted The next year many of 
these same children may be re-examined, 
again to find the same condition prevailing 
It is economically unsound to continue this 
practice indefinitely In most cases the 
follow-up only continues for 2 or 3 years at 
the most and the whole thing Is then for- 
gotten It reminds one of the quotation from 
Shakespeare "It is a tale told by an Idiot, 
full of sound and fury, signifying nothing ” 

Godfrey^' asserts of the promiscuous tu- 
berculin testing of school children "I do so 
only to condemn It as a waste of time, money 
and effort — at least imtll the real job has 
been done Mass surveys of whatever type 
must be carefully considered from the stand- 
point of cost and probable yield Except for 
exploratory purposes, they should not inter- 
fere with a thorough search among the house- 
hold contacts ” 

The obvious disadvantages of tuberculin 
testing are 

1) It is an expensive method of locating 
pulmonary tuberculosis, as compared with 
other methods of finding the disease 

2) It is inaccurate, as shown by the above 
statistics 

3 Many parents object to the use of needles 
on children, which prevents a certain number 
from consentmg to the test 

4) If the first strength test has been made 
the news gets around that there are many 
sore arms and many parents refuse to have 
the children subjected to second strength test 
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5) It leads to false sense of security in those 
In whom the test is negative It also leads to 
an undue amount of alarm In positive reac- 
tors, particularly in rural communities where 
many children have been ostracized because 
the simple tuberculin test was positive 

In recent years the tuberculin patch test 
by VoUmer, put out In the form of an Inex- 
pensive tape containing controls as well as 
tuberculin, has been used in a number of 
different localities Even as far back as 1933 
Wolff22 recommended the tape test, in which 
he used an ointment containing the tuberculm 
and the kUled tubercle bacilli in a rather 
high concentration The test was read in 48 
hours The positive reaction shows erythema, 
induration and even papules, whereas in a 
weak reaction a pale rose color is noted The 
height of reaction was found to have occurred 
in 72 hours In comparison with the intra- 
cutaneous test, he found that the two agreed 
in 95 8 per cent of the cases In a later com- 
munication's Wolff et al reported that using 
tuberculin ointment they found an agreement 
of 98 2 per cent with the Intracutaneous in- 
jection of 0 1 rag of old tuberculin 

Taylor, in his report on the more modern 
patch test by Vollmer, states that it has been 
his observation that the test was actually more 
sensitive than the Mantoux for the young, 
but above 50 years It was less so His com- 
parison with the Mantoux reveals that they 
were 94 3 per cent in agreement This test, 
of course, has the advantage of removing the 
objection of the needle, and while I have not 
had any positive experience with the tuber- 
culin patch test, it is said to result in fewer 
sore arms However, the other objections to 
tuberculin testing stiU hold, and it would seem 
that, inasmuch as there appears to be a ques- 
tion regarding the variation In the sensitivity 
of skins, the quantitative character of the 
Mantoux test is in no way approached by 
the tuberculin patch test It would be inter- 
esting to see the result of this same test on 
a number of far-advanced and terminal cases 
of pulmonary tuberculosis 

It is true that the tuberculm test is of some 
educational value, but when it is considered 
that there are many other methods that can 
educate Indi^duals with greater efficiency 
and less cost, I do not believe that we should 
hold on to a method which is obviously going 
to faU into greater disrepute as time goes on 
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Possibilities and Advantages of X-ray 
Examination 

We have gone, in some detail, into the vari- 
ous methods of diagnosing pulmonary tuber- 
culosis under our present system and we find 
that looking for symptoms and physical signs 
is a poor method of bringing our batting 
average up to where It should be 

In minimal tuberculosis Brown and Samp- 
son25 state that the x-ray is positive in 99 
per cent of the cases, a positive sputum is 
present in 35 per cent, physical signs (rales) 
In 27 per cent, history of hemoptysis in 26 
per cent and a history of pleural effusion in 
4 per cent of the cases Therefore, if it were 
possible to x-ray every individual at regular 
Intervals, early diagnosis could easily be 
made, but this has not been economically 
possible It is also obvious to everyone in the 
field that, as time goes on and as fewer and 
fewer individuals are infected with the dis- 
ease, more and more x-rays wlU be taken 
which will reveal only healed childhood tu- 
berculosis or no tuberculosis at all 

It would seem, however, that x-ray exami- 
nation should be of value at certain specific 
periods in the individuals’ lives, from physical 
and economic standpoints In recent years 
many states have passed laws requiring a 
Wassermann test and an examination to prove 
the absence of gonorrheal infection, prior to 
marriage It would appear that this is the 
logical time to rule out tuberculosis also The 
advantages of having an x-ray at this time 
are many, but we all know that the most 
susceptible period for tuberculosis is be- 
tween the ages of 15 and 35 years It is a 
period when mortality is at its highest It 
would prevent bringing into the world many 
children who are destined to become orphans 
at an early age because one or the other of 
the parents suffered from an tmrecognlzed 
active tul^erculosis In the interest of society 
as a whole, this would be an ideal period to 
gently coerce individuals into having x-rays 
before assuming the responsibility of caring 
for a family 

Since it is econonrically impossible to x-ray 
everyone, and x-rays must be repeated at m- 
tervals in order to be effective, other methods 
must be used to approach the problem One 
of these methods is the fluoroscope, which 
has been recommended by many investigators 


Knles'5 contends that, whereas there is a 26 
per cent error in diagnosis by the tuberculin 
test alone, the fluoroscope can be said to have 
a 9 7 per cent error We previously mentioned 
the work of Fellows,^® who by physical exami- 
nation and fluoroscope was able to pick up a 
considerable number of minimal cases far 
earlier than by any other method outside of 
the x-ray In 2,603 fluoroscopic examinations 
made, he reports that there was an error of 
13 per cent by the fluoroscope when checked 
by the x-ray An analysis of Fellows’ cases 
revealed 76 per cent In the minimal stage 
and 24 per cent in the moderately and far- 
advanced stages Compare this with statistics 
quoted by Steinberg and Barnard, from the 
BeUevue-YorkvlUe Consultation Clinic, in 
which the percentage of minimal cases is 
given as 26 per cent, and that of the diag- 
nosing clinic of the Department of Health of 
the City of New York for 1932, where 29 per 
cent were found minimal These clinics, un- 
doubtedly of the highest type, were particu- 
larly dependent on symptoms as a method of 
drawing attention to the disease Suspicious 
physical findings noted by the family phy- 
sician also sent individuals to the clinics It 
is obvious that the fluoroscope exceeds, by 
far, these methods in diagnosing early cases 
Most tuberculosis workers agree with Ander- 
son,25 who states that 50 per cent of minimal 
cases have no abnormal signs and that the 
remaining 50 per cent have scant signs of in- 
fection 

Francisco^* in 146,571 fluoroscopies done on 
large groups of so-caUed normal individuals, 
found in 2,004, or 1 4 per cent, evidence of 
pulmonary tuberculosis It is significant that 
70 2 per cent were classified as minimal 

The advantages of the fluoroscope are 

1) Low initial cost of examination 

2) The ability to actually visualize the lung 
tissue where even the x-ray does not pene- 
trate 

The fluoroscope is an inexpensive instru- 
ment, compared with the x-ray The ability 
to visualize the lung is, of course, important 
as it has been shown many times that ques- 
tionable pathology in the circle of the first 
rib, which is sometimes not as clear in an 
x-ray due to the interposmg scapula, clavicle 
and ribs, makes the diagnosis obscure By 
fluoroscoping the patient, rotating the sca- 
pula, raismg or depressing the clavicle, a 
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clearer visualization may be obtained, which 
would otherwise require stUl more x-rays to 
make clear Rotation of the patient also dem- 
onstrates presence of pathology hidden be- 
hind the cardiac shadow, and cavities are 
sometimes discovered hi the cardio-hepatic 
angle 

The disadvantages of the fluoroscope are 

1) The human element is predominantly 
important, in that the findings are the im- 
pression of one mdividual 

2) Considerable amount of experience with 
the fluoroscope should be had before one can 
be certain of the various markings which are 
normally present 

3) As with the x-ray, the thickness of the 
patient, on occasions, will make the diagnosis 
somewhat more difficult 

4) No permanent record is kept of what 
was actually seen, but merely the impression 
of the fluoroscopist 

5) There is no method of comparing serially 
the chest from one time to the next and small 
changes might be forgotten by the observer 

Considering, however, the difference In 
error by other methods and their availability, 
we can heartily concur with Knles‘5 in his 
statement “On the whole, in experienced 
hands and with adequate equipment, fluor- 
oscopy appears to be a thorough and depend- 
able method of radiological chest examina- 
tion ” Where there is any suspicion at all 
in the mind of the fluoroscopist, it is, of 
course, always better to x-ray In our Insti- 
tution we have been able to pick up lesions 
by the fluoroscope that were less than one 
centimeter in diameter and where there were 
no physical signs or symptoms of the disease 
present Fluoroscopic examination of con- 
tacts before x-raying has saved many films 
from needless use 

Several investigators have recommended 
the combined use of the fluoroscope and the 
x-ray, and this would appear to be a method 
worthy of consideration m locating early cases 
of pulmonary tuberculosis at a fairly low rate 
of cost per case School children are first 
tuberculin tested, the positive reactors are 
fluoroscoped and x-rays are made of those 
who are at all suspicious This would cut 
down the number of films usually used and 
the remainder of the program could then be 
carried out more inexpensively Following the 
tuberculin testing of the children. It is then 


recommended that in all families in which 
ther are positive reactors the adults in con- 
tact be fluoroscoped and the suspicious cases 
radiographed 

Weber, Murphv and Holcomb^'' attempted 
such a procedure realizing that the x-raying 
of large groups of children quite often leads, 
m the end, to very few cases of significant 
pulmonary tuberculosis In Ulster County, 
New York, 742 children were tuberculin tested 
and 238 reactors found These individuals 
were x-rayed and one active case of the dis- 
ease discovered (which is about the result of 
the average tubercultn-x-ray survey) From 
October, 1933, to May, 1934, they attempted 
to put the plan mentioned above into opera- 
tion A group of 1,362 high school students 
were Mantoux-tested and 32 7 per cent were 
positive Of 3,596 grade school pupils tested 
14 5 per cent were positive reactors A group 
of 410 of the 446 positive high school reactors 
(92 per cent) were fluoroscoped, as well as 
393 grade school pupils Ninety-nine or 12 
per cent of these 803 pupUs had suspicious 
fluoroscopic findings and were x-rayed The 
findings were as follows 

Minimal tuberculosis 4 cases 

Moderately-advanced tuberculosis 3 cases 

Far-advanced tuberculosis 1 case 

Calcifications 19 cases 

Suspicious 8 cases 

Other conditions 5 cases 


The parents of these positive reactors were 
then fluoroscoped, these being divided into 
two groups, viz (1) families completely ex- 
amined, 217, (2) families partially examined 
(one adult member seen), 104 families A 
total of 537 mdividuals were seen and fluoro- 
scoped, sixty-four of these, or 12 per cent, 
being considered suspicious enough to x-ray 
Including the children, a total of 1,340 Indi- 
viduals were fluoroscoplcaUy examined and 
163 x-rays were taken The grand results of 
these tests were as follows 


Minimal tuberculosis 
Moderately advanced . 
Far advanced _ - — 

Suspicious - 

Other conditions 


15 cases 

12 cases 

__ _ 1 case 
___ 15 cases 
_ _ 21 cases 


The total cost in this series, not including 
the tuberculin, which in many cases is fur- 
nished free by the Department of Health, was 
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$182 25, averaging a cost of $6 50, which com- 
pares favorabiy with the $450 00 per case 
mentioned by Dr Tice previously, in the old 
method of tuberculin-testing 

Another method worthy of consideration in 
the roentgenological study of large groups of 
individuals is the paper film advocated by 
Dr J Arthur Myers, who has used it at the 
Lymanhurst Health Center in Minneapolis for 
the last 7 years, and who is very enthusiastic 
regarding its possibilities In a personal com- 
munication to the author Dr Myers states 
“We did quite a large series of examinations 
with both paper film and celluloid film simul- 
taneously, and were unable to find an 5 d;hlng 
on the celluloid film that was not distinctly 
visible on paper film ” 

In an article by Dr Myers^* entitled “Value 
and Limitations of X-ray in the Diagnosis 
of Chest Diseases,” he aptly defends the paper 
film Of 1,075 students examined by paper x- 
ray, 50 of whom were known to have definite 
disease of the chest, since they had had stereo- 
scopic studies previously, not one lesion was 
missed by the paper film, although many of 
these were minimal He argues that, whereas 
fluoroscopy was adequate in screening out 
95 per cent of tuberculosis, it is better to use 
the paper x-ray, which he feels is consider- 
ably more efficient than fluoroscopy and 
cheaper than celluloid x-rays He admits that 
small shadows have been overlooked on the 
paper film but this has also occurred on the 
celluloid film and he believes definite lesions 
will be visible on both the celluloid and the 
paper lUm 

The New York Health Department has ex- 
amined by paper film more than 200,000 per- 
sons and is apparently quite satisfied with 
this method of examining 

Entering into the picture is the new method 
of the miniature film which is done by two 
different methods One is the use of a special 
fluorescent screen Opposite the screen is 
placed a 35-miLllmeter camera with a F 1 5 
lens, and a small picture is taken of the 
screen After developing this Ixiya-inch pic- 
ture it is then projected to whatever size is 
desired The other method consists of using 
a large lens of approximately the same ca- 
pacity to make a picture of the fluoroscopic 
image 4x5 inches in size This apparatus is 
being manufactured by the General Electric 
X-Ray Corporation 


Bridges,^’ using the 4x5 picture, shows that 
this method combines the advantages of the 
x-ray with the economy of the fluoroscope 
Another important factor is the small filing 
space necessary He estimated that the error 
in diagnosis in all types of cases of significant 
pulmonary tuberculosis is 0 77 of 1 per cent 
This method, therefore, appears to be quite 
worthwhile at the present time, although it 
is not the last word to be said on the subject 
The 3 5 -millimeter camera method also has 
great possibilities and it is believed that at 
least one of the large x-ray companies is 
working on a unit employing this method 

Douglas and Birkelo'* examined a large 
series of individuals by the 14x17 x-ray film 
They discovered 271 cases of tuberculosis 
This same group was re-x-rayed by the minia- 
ture film and it was found that 5 cases were 
missed entirely and 5 cases were called other 
degrees of tuberculosis than were revealed by 
the larger plate The total error according to 
these authorities was 2 6 per cent, and they 
believe that with greater familiarity a smaller 
percentage of error whl result, inasmuch as 
this method of diagnosing has only been on 
the market a relatively short time 

It has the advantage of 

1) Speed (73 persons were examined In 65 
minutes) 

2) Cost (which is approximately 1/10 of the 
regular fUm), 10 or 11 cents per plate 

3) Simplification of the problem of han- 
dling, filing and storing ((33 per cent of the 
regular space necessary for the 14x17 film) 

The resiilts of their examination of 1,425 
women, who were examined by tuberculin test 
and by the miniature film, were given before 
It is probable that this method will be used 
more and more in large surveys of so-called 
normal Individuals It is realized, of course, 
that, as the authors have observed, this fUm 
can never be used as a substitute for the 
larger size They are, however, useful in survey 
work where large nmnbers of pictures must be 
taken 

Summary and Conclusions 

A Summing up this entire paper we may 
say that the methods of diagnosing tubercu- 
losis at the present time are 

1) The patient-physician relationship In 
which, because an Individual suffers with 
symptoms, he consults a physician and is ex- 
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amined by him Provided that suspicion is 
sufficiently aroused, an x-ray is taken 

2) The work of sanatoria and Public Health 
officials, Tuberculosis Associations, private 
physicians and local groups, among contacts 
These workers realize that from 15 t o30 times 
as much tuberculosis is found among indi- 
viduals who are in direct contact with a tu- 
berculous person as in the general population 
Examination of contacts is usually done by 
means of the x-ray Some few still cling to 
the idea that tuberculin tests should be made 
first and those that are positive be x-rayed 
Many authorities now agree that the x-ray 
is the only safe method to depend on, re- 
gardless of the tuberculin reaction, particu- 
larly in adults 

3) X-ray studies of the chests of normal 
individuals at various times during life, such 
as, before obtaining employment, at the time 
of marriage, before undergoing long educa- 
tional careers, during the high school years 
and on entering and leaving college 

4) Tuberculin testing, which is responsible 
for approximately 5 to 10 per cent of the cases 
in sanatoria being brought to light 

B We have shown the relative inefficiency 
of the physical examination and of symptoms 
in either leading us to the diagnosis or in 
clinching the diagnosis Where the findings 
are negative, little or no reliance can be 
placed upon either of these factors 

C The expensive and questionable whole- 
sale tuberculin-testing of school children, 
with subsequent x-raying, without adequate 
investigation of the contacts which these chil- 
dren make, is to be looked upon as digging 
for lead when gold lies on top of the ground 

D The 99 per cent efficiency in mmlmal 
cases and the almost 100 per cent efficiency 
in moderately and far-advanced cases, make 
the x-ray the chief instrument of diagnosis 
We realize that the practical disadvantage of 
high cost prohibits large scale application to 
the point where it is an efficient weapon in 
locating the disease From the public health 
standpoint, consideration should be given to 
the combination of tuberculin testing the 
children and their contacts, together with the 
x-raying of those whose chests appear sus- 
picious of active infection by fluoroscope 

Lastly, the more widespread the use of the 
x-ray is made economically possible by means 
of the paper film and miniature celluloid 


film 

In conclusion, as Dr J Arthur Myers has 
stated so ably, “Therefore, in arriving at final 
diagnoses of diseases of the chest, we must 
constantly keep in mind that no single phase 
of the examination is adequate While the 
x-ray Is of great value in locating lesions, it 
remains just one part of an examination of 
which there are many important parts The 
final diagnosis in many cases is reached only 
when one has brought together aU available 
evidence so that the clinical picture of the 
disease is complete ” It is obvious that no 
one test or group of tests now available can 
make the diagnosis 100 per cent certain Un- 
til such a time arrives that a test is devised 
which is 100 per cent infallible, every factor 
must be considered as a facet in the jewel 
which makes the diagnosis UntU more skep- 
ticism is evinced toward negative findings of 
the physical examination and the tuberculin 
test, and greater reliance is placed upon the 
fluoroscope, the miniature x-ray films and the 
standard x-ray, there will be little change in 
the dark picture of late cases entering the 
sanatorium 
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SECOND ANNUAL MEETING PENNSYLVANIA 
CHAPTER 

The Pennsylvania Chapter of the College will 
meet at the Wm Penn Hotel Pittsburgh, on 
October 4 and 5, 1942 The following program 
has been arranged 

Sunday October 4th 

5 00 P M 

General business — Committee reports 
Election of Officers 

6 30 P M 

Social Hour— Beverages 

7 00 P M 

Banquet (Informal) 

Guest Speaker 
Dr J Winthrop Peabody 
President of the American College of 
Chest Physicians 

SCIENTIFIC MEETING 
Monday, October 5th 

9 30 A M 

Management of Pulmonary Tuberculosis in 
the Rejected Draftee 
Dr C Howard Marcy, Pittsburgh, Pa 
Discussion 

Dr Nelson Mercer, Philadelphia, Pa 

10 15 A M 

The Role of Fluoroscopic Guidance in the 
Diagnosis and Treatment of Thoracic Diseases 
Dr Louis Cohen, Philadelphia, Pa 
Discussion 

Dr V Leffingwell, Sharon, Pa 

11 00 A M 

Information Please — Pulmonary Tuberculosis 
Your questions will be answered 

12 00 Noon 
Limcheon 

The officers of the Pennsylvania Chapter are 
R S Anderson, MJD , Erie, President, Harry J 
Treshler, MJD, Cresson, Vice-President, Edward 
Lebovltz MX» Pittsburgh Secretary-Treasurer 


PRESIDENT-ELECT HONORED 

The Diinois Chapter of the American College 
of Chest Physicians sponsored a dinner in honor 
of Dr Jay Axthur Myers, Minneapolis President- 
Elect of the College The dinner was held at the 
Edgewater Beach Hotel Chicago, September 16 
Forty-two members of the College from the Miss- 
issippi Valley states attended the dinner 

Dr Robert K Campbell, Governor of the College 
for Hlinols, presided and Introduced the following 
officials of the College, who made brief talks 

Dr Fred M. Mebmer, Peoria former Regent 
and President of the Illinois Tuberculosis As- 
sociation, 

Dr Merlin H Draper, Fort Wayne Indiana, 
President, Indiana Chapter, 

Dr James H Sty gall, Indianapolis, Regent for 
the District, 

Dr G Arrtd Hedberg, Nopeming, Governor for 
Minnesota, 

Dr Sidney A Slater, Worthington, former Gov- 
ernor for Minnesota, 

Dr Carl O Schaefer, Racine, Governor for Wis- 
consin 

Dr Joseph C Placak, Chairman of the Board 
of Regents of the College, spoke on the progress 
the College had made and he placed emphasis 
on the large number of members who are serving 
with the Armed Forces of our country 

Dr Jay Arthur Myers gave an interesting talk 
which has been condensed and is published in 
this issue of the Journal as an editorial 

Dr Otto C Schlack Oak Forest, Illinois was 
Chairman of the Reception Conunittee and he 
Introduced Dr Hugh A Beam, President of the 
Illinois Chapter of the College, who turned the 
meeting over to Dr Campbell, the Toastmaster 


NEWSNOTE 

Dr Joseph E J Harris, Albuquerque New Mex- 
ico, a Fellow of the College was chosen President- 
Elect ( f the New Mexico Medical Society at their 
annua meeting In June 
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MICHIGAN CHAPTER MEETS 

meetoff of the Michigan Chapter of 

"" on Pantlind Hotel, Grand Rapids Ren 
siS' ’ progrZ'^'Ss pri' 


AFTERNOON SESSION 


„ 2 30 P M 

Norman Clarke, MH , Presiding 
End Results in 100 Pneumothorax Cases 
Paul Chapman, MH 

Bronchoscopic Examination as an Aid In the 
Early Diagnosis of Cancer of the Limg 
John R Burch, MH 

Diagnostic Importance of Pleural Effusions In 
Cancer of the Lung 
William P Chester, MU 
Cardlo Pulmonary Disease 
Leslie F Colvin, MU 


6 30 P M 

DINNER MEETING 
(Informal) 

WUIiam A Hudson, MU , Master of Ceremonies 
Physiology of Respiration 
Kenneth A Wood, MU 
General Discussion of Thoracic Trauma 
Jerome R Head, MU, Chicago, Illinois 


The officers of the Michigan Chapter are Wil- 
lard B Howes, M D , President, Stephen M Gel- 
enger, MU , Vice President, Donald F Maclnnls, 
MU , Secretary-Treasurer 


NEW JERSEY CHAPTER MEETS 

The Fall meeting of the New Jersey Chapter 
of the American College of Chest Physicians was 
held at the Bergen Pines Sanatorium, Ridgewood, 
New Jersey, September 25, 1942, at 2 00 P M 
The following program was presented 

Dr Joseph R Morrow, President, New 
Jersey Chapter, Presiding 


Luncheon Meeting 

Pitfalls in Pneumothorax Treatments 

^Turner, Louisville, Kentucky, 
Superintendent, State Sanatorium 

Reinfection Tuberculosis in Younger ChUdren 
Dr James H Stygall^ Indianapolis 

Pecto-Agar Feeding in Qastro-Intesti- 
nal Tuberculosis 

Dr Paul D Crimm, Evansville 
X-Ray Conference 

Dr J V Pace, New Albany, Chairman 

The officers of the Indiana Chapter of the 
College are Dr Merlin H Draper, Fort Wayne, 
President, Dr James S McBride, Indianapolis 
Vice-President, Dr Thomas R Owens, Muncie. 
Secretary-Treasurer The members of the Anti- 
Tuberculosis Committee of the state medical so- 
ciety are Dr James H Stygall, Indianapolis, 
Chairman, Dr J V Pace, New Albany, Dr Robert 
Staff, Rockville, Dr P D Crimm, Evansville, Dr 
S R Combs, Terre Haute, Dr J S McBride In- 
dianapolis, Dr M H Draper, Fort Wayne, Dr 
P H Becker, Crown Point 


BRAZHIAN CHAPTER OP COLLEGE 
TO BE ORGANIZED 

Dr Affonso Mac-Dowell, Rio de Janeiro, Gov- 
ernor of the College for Brazil, has approved the 
following physicians as Fellows and Associate 
Members of the American College of Chest Phy- 
sicians 


Fellows 

Dr Clemente Ferreira, Sao Paulo 
Dr Samuel Libanlo, Botafoga, Rio de Janeiro, D P 
Dr Aresky Amorim, Copac^ana, Rio de Janeiro 
Dr Reginaldo Fernandes, Copacabana, Rio de Ja- 
neiro, D P 


Assocfafe Members 


Address of Welcome 

Dr George M Levitas, Member, Board of 
Managers, Bergen Pines 

Aims of the American College of Chest 
Physicians 

Dr J Winthrop Peabody, President, 
American College of Chest Physicians 

Medical Military Objectives 
Lieut -Col Esmond R Long, Office of the 
Surgeon General, U S Army, 
Washington, D C 

Symposium 

Dr J Edward Bennett, Attending Roent- 
genologist, Bergen Pines, New Jersey 

The officers of the New Jersey Chapter are 
Dr Joseph R Morrow, President, Dr Clyde M 
Fish, Vice-President, Dr Irving Willner, Secre- 
tary-Treasurer 


INDIANA CHAPTER MEETS 

The annual meeting of the Indiana Chapter of 
the American College of Chest Physicians was 
held in conjunction with the meeting of the In- 
diana State Medical Society at French Lick In- 
diana September 29 The meeting was held jointly 
with the members of the state and county antl- 
tuberculosls committees of the Indiana State 
Medical Association and the following promam 
was presented by the Indiana Chapter of the 
College 


Dr EpUogo de Campos, Belem (Para) 

Dr Ollmplo Gomes, Botaf ogo, Rio de Janeiro, D F 
Dr Ari Brasil, Rio de Janeiro, D F 
Dr Paulo Marchese, Urea, Rio de Janeiro D F 
Dr JoaoOtavioLobo, Fortaleza (Ceara) 

Dr Gaspar Farla,Porto Alegre (Rio Grande do Sul) 
Dr Jose SUveira, Salvador (Bala) 

Dr Roberto Pereira, Laranjelras Rio de Janeiro, 
D F 

Dr Agenor de Souza Bomfim, Recife (Pernambu- 
co) 

Dr J Corlolano de Carvalho, Marllia (Est S 
Paulo) 

Dr Galdlno Travassos, Rio de Janeiro, D P 

Dr Joao Martins Castello Branco Tijuca Rio de 
Janeiro, D F 

Dr Abrahao Serebrenlck, Rio de Janeiro, D F 

Dr Jose Carvalho Ferreira, Rio de Janeiro D F 

Dr Henri Eugene Jouval, Rio de Janeiro, D F 

Dr Joao da SUva VigeUa, Nlteroi (Est do Rio) 

Dr Jaime dos Santos Neves, Vitoria (Espirltu 
Santo) 

Dr Luis Arantes de Almeida, Rio de Janeiro, D F 
Dr Alfonso MacDowell Fllho, Rio de Janeiro D F 


Dr MacDowell has notified the Executive Of- 
flees of the College that a Chapter of the Amen- 
:an College of Chest Physicians wlil be orranized 
n Brazil The officers of the Chapter be 
mnounced in a future issue of the journal 
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Coiincil and Committees of the 


Amencan College 

COUNCIL ON MILITARY AFFAIRS 

Term 

Ending 

Charles M Hendricks, MX) , Chairman 

El Paso, Texas 1943 

J Dwight Davis, MX) 

Los Angeles California 1944 

Commander Robert E Duncan 

Washington, D C 1945 

Herman E HlHeboe, M D 

Washington, DC 1944 

Brigadier General S U Marietta 

Washlngfton, DC — 1945 

Joseph W Post, M D 

Philadelphia, Pennsylvania 1943 

Samuel E Thompson, M D 

Kerrville, Texas — — 1944 

Walter E Vest MX) 

Huntington, West Virginia — 1943 

Roy A Wolford, M D 

Washington, D C — 1945 

COUNCIL ON POSTGRADUATE MEDICAL 
EDUCATION 


Edward P Eglee, MX) , Chairman 

New York, New York 1943 

Paul D Crimm, M D 

EvansviUe, Indiana 1945 

Charles H Cocke, MX) 

Asheville. North Carolina 1943 

Richard Davison, M D 

Chicago, Illinois 1944 

George B Gilbert, MX) 

Colorado Springs, Colorado 1945 


X A.nj-a.%/ 

Foster Murray, MX) 

Brooklyn, New York _ 1943 

John S Packard, MH 

Allenwood, Pennsylvania 1944 

J J Singer, MX) 

Los Angeles, California _ _ _ _ 1944 


COUNCIL ON SANATORIUM STANDARDS 
AND ADMINISTRATION 


Daniel Leo Finucane, M D , Chairman 

Glenn Dale, MarylancL 1943 

B L ChJpley, M.D 

State Park, South Carolina 1943 

Henry A Gorman, MX) 

Hamburg, Pennsylvania 1944 

Charles lanne MJD 

San Jose California 1944 

Charles Kaufman, MX) 

Denver, Colorado 1943 

Louis Mark, MX) 

Columbus, Ohio 1945 

J B McKnlght, MD 

Sanatorium, Texas 1945 

Joseph R Morrow, MX) 

Ridgewood, New Jersey 1945 

Fred Slyfield, MD 

Seattle, Washington 1944 


SCIENTIFIC PROGRAM COMMITTEE 

Jay Arthur Myers, MX), Chairman 
Minneapolis, Minnesota 
William A Hudson, MD 
Detroit, Michigan 
C Howard Marcy, MX) 

Pittsburgh, Pennsylvania 


of Chest Physicians 

COUNCIL ON UNDERGRADUATE MEDICAL 
EDUCATION 

Term 

Ending 

E W Hayes MJD Chairman 

Monrovia, California 1943 

H Frank Carman, MX) 

Dallas, Texas 1944 

C Howard Marcy, MJD 

Pittsburgh, Pennsylvania — 1945 

George G Omsteln MJD 

New York New York — 1944 

John H Peck MJD 

Oakdale Iowa , _ 1244 

H I Spector, M D 

St Louis, Missouri _ — — 1945 

Nelson W Strohm MJD 

Buffalo, New York - _ _ _ _ 1945 

Moses J Stone MJD 

Boston, Massachusetts 1943 

NATIONAL COUNCIL OF TUBERCULOSIS 
COMMITTEES 

James H Stygall, MJD , Chairman 

Indianapolis, Indiana 1943 

Paul W Austin, MJD 

Lafayette, Alabama 1943 

Cole B Gibson, MJD 

Meridan, Connecticut 1943 

D W Heuslnkveld, MJD 

Cincinnati, Ohio 1945 

David T Hyatt MJD 

Little Rock, Arkansas 1944 

Stephen A Parowskl, MJD 

San Diego, California 1945 

Robert E Schwartz, MX) 

Hattiesburg, Ml^isslppi — 1944 

Nelson W Strohm, MJD 

Buffalo, New York _ _ _ _ _ 1944 

MEMBERSBHP COf^IMTiTEE 

Brigadier General S U Marietta, Chairman 
Washington, D C 
Commander Robert E Duncan 
Washington, D C 
Herman E HiUeboe, MJD 
Washington, D C 
Chevalier L Jackson, MJD 
Philadelphia, Pennsylvania 
Ralph C Matson, MJD 
Portland, Oregon 
Jay Arthur Myers, MJD 
Minneapolis, Minnesota 
Richard H Overholt, M.D 
Brookline, Massachusetts 
John H Peck, MJD 
Oakdale, Iowa 
Joseph c Placak, MJD 
Cleveland, Ohio 
Roy A. Wolford, MX) 

Washington, D C 

STATISTICAL COMMITTEE 

Otto C Schlack, MJD Chairman 
Oak Forest, Illinois 
Forrest P Baker MJD 
Tallhlna, Oklahoma 
Grover C Bellinger, MX) 

Salem, Oregon 
Martin H Collier, MX) 

Grenloch New Jersey 
Edwin R Levine, MD 
New York, New York 
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COUNCIL ON PAN-AMERICAN APFairs 
C hevalier L Jackson, MX) , Chairman 
PMadelphla, Pennsylvania 
Donato G Alarcon, MJD 
Mexico City, D F 
Commander Robert E Duncan 
Washington, D C 
Ovldlo Garcla-Rosell, MX) 

Lima, Peru 

Herman E Hilleboe, MX) 

Washington, D C 
Charles S Klbler, M D 
Tucson, Arizona 
Affonso MacDowell, MX) 

Rio de Janeiro, BrazU 
Juan T Marengo, MX) 

Guayaquil, Ecuador 
Brigadier General S U Marietta 
Washington, D C 
Ralph C Matson, MX) 

Portland, Oregon 
Jay Arthur Myers, MX) 

Minneapolis, Minnesota 
Antonio Navarrete, MX) 

Havana, Cuba 
Richard H Overholt, M D 
Brookline, Massachusetts 
Arthur Q Penta, MX) 

Schenectady, New York 
Joseph C Placak, MX) 

Cleveland, Ohio 
Octavio Rivero, MX) 

Havana, Cuba 
Gumersindo Sayago, MX) 

Cordoba, Argentina 
Raul F Vaccarezza, MX) 

Buenos Aires, Argentina 


PRIVATE SANATORIUM COMMITTEE 

Harry C Warren, MX) , Chairman 
San Francisco, California 
William B Devitt, MX) 

Allenwood, Pennsylvania 
Harry Golembe, MX) 

Liberty, New York 
Louis Mark MD 
Columbus, Ohio 
John E Nelson, MX) 

Seattle, Washington 
F M Pottenger, MD 
Monrovia California 
B A Shepard, MD 
Oshtemo, Michigan 


BOARD OF EXAMINERS 

George G Omstein, Chairman 
New York, New York 
Ralph C Matson, MX) 

Portland, Oregon 
Jay Arthur Myers, MX) 

Minneapolis, Minnesota 


ADDITIONAL LIST OF MEMBERS COMMIS- 
SIONED IN THE MEDICAL CORPS 
United States Army 

Major Roscoe E Avery, Barre, Vermont, stationed 
at Fort Sam HoustonjTexas 

Major Gerald A Beatty WUmlngton, Delaware, 
stationed at 15th Field Hospital, Camp Bowie, 
Texas 

Major Oscar Blitz, New Orleans, Louisiana sta- 
tioned at Station Hospital, Fort Benning, 
Georgia 

Major J Dwight Davis, Olive View, California, 
stationed at Walter Reed General Hospital, 
Washington, D C 



Suitable for either imgotion or in 
stillation 

Pronounced stability in the presence 
of pleural fluid exceeds thot of other 
chlorine germicides 
Reduced frequency of application 
Easily prepared— Economicol 

AZOCHLORAMD IS COUNCIL 
ACCEPTED 

SUPPLIED AS 

AiocWoromit) Saline Mixhiro lor inilani 
preporation ol an iiotonic lolulion I 3300 
buttered )o pH 7 4 

Now mailable in a New Economical Has 
pifal Bulk Package Detaih on request 
Aiocliloramid Solution in Triacetin I 500 
an oily jolulion which u uied undiluted 
Axochloromid Solullon in Triacetin 1 125 
to prepare a solution in Olive Oil 1 2000 

Trial quantities sent to physicians on request 


WALLACE & TIERNAN PRODUCTS, litc. 

Belleville, New Jersey, USA 
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OBITUARY 

JULIUS PETER DWORETZKY 
1885-1942 

Dr Dworetzky was bom In Lida, Russia De- 
cember 24 1885, and died in Liberty New York, 
April 20, 1942 He was graduated in medicine 
from the Long Island College Hospital in 1940 
and was a Fellow of the American College of 
Chest Physicians 

Dr Dworetzky was director of medicine at the 
Municipal Sanatorium at OtlsvUle consulting 
physician to the Elizabeth A Horton Memorial 
Hospital at Middletown, St Clare’s Hospital In 
New York City, St Francis Hospital at Port Jer- 
vis, Ulster County Tuberculosis Hospital at King- 
ston, and medical examiner to the Veterans Bu- 
reau He was a Fellow of the American Medical 
Association a diplomats of the American Board 
of Internal Medicine, a diplomats of the American 
Board of Otolaryngology and a member of the 
American Laryngologlcal. Rhlnologlcal and Oto- 
loglcal Society, and tne state and county medical 
societies 

During the world war I Dr Dworetzky served 
hi France as a Captain of the American Red Cross 
with the Rockefeller Tuberculosis Commission 

Dr Dworetzky made several original contri- 
butions to literature In the field of tuberculosis 
of the larynx 

Jas S Edlin, M D 
New York N Y 


ERRATUM 

Dr Frank G Seligson, formerly of Glencliff 
New Hampshire, a Fellow of the College, has been 
appointed medical superintendent of the Edward 
Sanatorium Naperville Illinois This is to correct 
a notice which formerly appeared in the journal 


THE IMPORTANCE OF SPECEBTCATTON 

Some physicians think it is commercial to 
specify a maker’s name 
On the other hand, a physician of international 
reputation and unimpeachable standing has ex- 
pressed himself as follows 

I invariably specify Mead’s whenever I can, 
because I feel that when I don’t specify a definite 
brand, the effect may be the same as though I 
were to specify that any brand would do 

By not specifying I let down the bars to a 
host of houses, many entirely unknown to me 
and others deserving no sxuDport at my hands 
‘When I specify Mead’s I may be showing fa- 
voritism, but at least I know that I am protecting 
my results If, at the same time, my self-inter- 
ested act encourages a worthy manufacturer to 
serve me better, I can see no narm in that ” 
Mead Johnson & Company, Evansville Ind , 
USA, have to depend upon the physician to 
specify MEAD’S because they do not advertise or 
‘ merchandise” their products to the public 

Reader Notice 


Quick, Effective Pan-Vitamin Therapy 

REQUIRES HIGH POTENCY 


For Rapid Restoration of Vitamin Balance 



RECOMMENDED 

• In conTolescence Irom pneumonia and inUnenza 

• In treatment o! hiberculoiU fevers infections. 

• PreopenxtiTe preparation and postoperative con 
Tolescence 

• Pre^ancy and lactation. 


-DOCTOR!- 


A-B-C-D-G 

Wasting and depleting diseases drain 
Titomln reserres retard convalescence 
and may multtply operative risks with 
co>compUcatiTe avitaminoses. To cor 
rect vitamin imbalance rapidly and ef 
lectively prescribe VICAP FOHTIOR- 
Eacb capsule is a light proofed/ her 
metically sealed unit of high potency 
multi vitamins A &C-D and G including 
the B-Gomplex. Administered by single 
capsule it does not complicate other 
medlcahon. 

A comparative inspection vrith other 
vitamin fonnuloe will leod you to pre* 
scribe VICAP FOHTIOR. 

WRITE FOR UTERATUHE 

BIOCHEMICAL RESEARCH LABORATORIES, 1525 E. 53rd SU Chicago m. 


.YiCAP-roimoR<w> 


Each Capsule Contains Not Less Than 

Vitamin A .20 000 Units 

Vitamin Bj — 2 QQO Mlcrograms 

Vitamin 1 000 

Ca Pantothenate 250 

Pyridoxin 500 

lUcotinamide IS Milligrams 

VHamlnC 500 Units 

Vitamin D 2 000 Units 

In Bottles o/ 30-60-100 Capsules 
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3105 CARPENTEH AVENUE ^ i k ^OSpjfQj 

„ PHONE TOWNSEND 8 1025 DETBOIT MICHIGAN 

ThoTorm? 

^INAND CHENK MJ) suparintandam tuberculous 

PORTLAND OPEN AIR SANATORIUM 

MILWAUEIE. OREGON 

A thoroughly equipped insblulion ior the 
modem me<hcal and surgical treatment of tu 
berculosis An especially constructed umt for 
thoracic surgery The most recent advances in 
pneumolysis applied to those cases demand 
mg this branch of intrathoracic surgery 


MODERATE RATES 

Descnptive Booklet on Request 
medical directors 

Ralph C Matson M.D & Morr Bisoillon, M.D 

1004 Slevsns Building Portland, Oregon 



THE A. L, MILLS SURGERY 


Southwestern 
Presbyterian Sanatorium 


ALBUQUERQUE. 
NEW MEXICO 


A well-eqmpped Sanatorium m the Heart of the 
Well Country. 

Write For Information and Rates 


MARYKNOLL SANATORIUM 








(MARYKNOLL SISTERS) 

MONROVIA, CALIFORNIA 

A sanatonum for the treatment of tubercu 
losls and other diseases of the lungs Lo- 
cated in the foothills of the Sierra Madre 
Mountains Southern exposure Accommo- 
dations ore pnvate, modem and com 
fortoble General core of patient Is condu 
Give to mental and physical well being 

SISTER MARY EDWARD SuperinlendenI 

E. V/ HAYES MJJ Medical Dlroclor 
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SANATORIA DIRECTORY 

The sanatoria listed in this section are among the finest private sanatoria in the United States 
They are prepared to offer private, individual, specialized care to your patients 

CALIFORNIA SANATORIUM 

Belmont California 

PORTLAND OPEN AIR SANATORIUM 
MilwauHe, Oregon 

CHENIE HOSPITAL 

Detroit, Michigan 

POTTENGER SANATORIUM & CLINIC 
Monrovia, California 

KOLA SANATORIUM 

Wotokoa, Maui, T H 

ROCKY GLEN SANATORIUM 

McConnelsvllle, Ohio 

LAUREL BEACH SANATORIUM 

Seattle, Washington 

ST JOHNS SANTTAHIUM 

Springfield, Illinois 

LONG SANATORIUM 

El Paso, Texas 

SOUTHWESTERN PRESBYTERIAN 
SANATORIUM 

Albuquerque, New Meidco 

MARYKNOLL SANATORIUM 
Monrovia, (EoUfomla 

SYCAMORE HALL SANATORIUM 

Brown Mills, New Jersey 

MOUNT SAINT ROSE SANATORIUM 

St Louis, Missouri 

THE SAMUEL & NETTIE BOWNE 
HOSPITAL 

Poughkeepsie, New York 

PALMER SANATORIUM 

Springfield, Illinois 

THE SWEDISH NATIONAL SANATORIUM 
Englewood ©enver) Colorado 

Modem Equipment — Modererto Prices 


Lcnxrel Beach Sanatorium 


WASHINGTON 


SEATTLE (On the S»lt Water Beach) WASHINGTON 

A private sanataritnn fully ecpilppecl for the modem treatment of Cheat Dlseaaea X-Hay, Pluoroacope 
Pneumothorax, Phrcnectomy end Thoracoplaaty Special dleta Vfhen requhred private and oeml-private 
rooma. Ratea From $3S 00 per week up, Including medical care 

FEEDEKICK SLTFIEIJ), MJ) JOHN E. NELSON, MJ) RAYMOND E. TENNANT, »IJ> 


MOUNT SAINT ROSE SANATORIUM 

9101 Soulh Broadway St, Louis Mlssouil 

A priraU sonolotlajn tally oqulppsd tor tho modsra modletzl and surgical troateiont ot Tnbotcnlosli X Hoy 

nnorofcops PneamotlioKDc, Pnenmotyili Phrsnsctomy and Thoracoplasty Spodal diets when regnlred, 

A Unit ol the St. lonls Unlrerslty Oroap ol Bospitols conducted hy the Sisters ol SL Mary 

MODEBATE RATES 

TAMES L. MUDD MJ) ANDHEW a HENSKE, MJ) 

Chlstol Stall and ThorocSc Surgeon Modlcol Director 




.>L 4 'j- 


’’Where Sunshine Spends the Winter" 


Rates $20 00, $22.60 and $25 00 per week. 
Nnrtea care and medical attention Inolnaed 

Also Apartments for light housekeeping 


THE 

Long Sanatorium 

EL PASO, TEXAS 

AIL BOOMS HAVE STEAM HEAT HOT 
AND COLD BTJNNlNa WATER IN 
BOOM, AND HAVE PBIVATE GLASSED 
m SLEEPING POBCHES. 

AU Recognized Treatments Given 
Write for Descriptive Booklet 

A. D LONG, MJ) 

Medical Director 
T F OABBBEY, MJ) 
Aasodato Medical Director 

















MEAD'S STANDARDIZED 
COD LIVER OIL 

High potency Biologically assayed Fine Flavor 


Uniform vitamin content 


Low in fatty acids 


Council accepted 


Not advertised to the laity 


Samples and Uterotare sent on request of physicians. Please enclose profesdonal 
cord to cooperate in preventtnq samples reaching unoathorixed peisoxut. 

MEAD JOHNSON 6 COMPANY Evansville, Indiana, U S.A. 


Physicians Like New York . . 


when they sec it from the Savoy- 
Plaza overlooking beautiful Central 
Park Make this hotel your New York 
home and you’ll be a short walk from 
the Fifth Avenue shops, the theatres. 
Radio City, everything you want to 
see and do in New York! 

SINGLE from $5 00 

DOUBLE . from $700 
SUITES from $1200 




FfFTH AVENUE AT 5»lh STREET 
NEW YORK 

D*n B. Burger. Gerter«l Munuger 




ROCKY GLEN SANATORIUM 


SISjiII 

teif 


Where the Bclenre of boatmenf li first 


McCONNELSVIHE. OHIO 

FOR THE MEDICAL AND SURGICAL 
TREATMENT OF TUBERCULOSIS 

LOUIS MARK, MJ) Medical Wreclor 
677 N High SL, Columbus, Ohio 

HI^Y M^ D a RALSTON, MJ) 

Superintendent Resident Med. Director 

A. A TOMBAUGH, M.D 
Readdant Phyerfdan 

MRS HARRY A. PHILLTPS 
Secretary 

Graduate Kuraei 

BeonUful Surroimdlngi Reoionable Eotti 


The Pottenger Sanatorium and Clinic 


Write for potrOctilarfl 

THE POTTENGER 
SANATORIUM 
AND CLINIC 

MONROVIA, CALIFOHNIA 


For the dla^osis and treatment of diseases of the lungs and pleura, 
asthma and other allergic diseases, asthenlcs and others who require 
rest and supervised medical care An ideal all-year location 

The grounds surrounding the Sanatorium are beautifully parked and 
add much to the contentment and happiness of patients 

Close medical supervlalon. Rates reasonable 

F M. POTTENGER MJ> Medlctd Director 

J E. POTTENGER, MD AasL Medical Director & Cblei of Loborotoiy 

LEROY T PETERSEN MJ) Asst Physldan & Eoenlgenologlst 

F M, POTTENGER Jr MJ) AsBlstant PLysldan 



Tvopical Setting of the Administration Building A View of the Entrance of The Howard Foundation 

THE CALIFORNIA SANATORIUM 

BELMONT, CALIFORNIA 

Located in the well-known sunny belt of the Peninsula, about thirty miles south 
of San Franasco Large park, semi-tropical grounds walks, 
espeaally laid out for graduated exerase 

Not too hot tn summer — not too cold in wmter 
Two physiaans on duty day and night. — Graduate nurses 
Dr Harry C Warren Medical Director 









n the detection of the more obscure changes occurring in 
longstanding sinus disease, Lipiodol yields invaluable diag 
nostic information not provided by ordmary' roentgeno 
graphic technic Instilled into the suspected paranasal sinus, 
It reveals the presence of polyps, mucous membrane thicken 
mg, neoplasms of the linmg membrane and adjacent osseous 
structures, gummas, and anomahes Lipiodol, containing 40 
per cent lodme in firm chenucal union with poppyseed 
oil, faithfully outlines the contours of the sinus into which 
It IS mstillcd Its high degree of radiopaaty permits ready 
differentiation between its own shadow and that of 
contiguous structures 


E. FOUGERA & CO , lne„ i 75 VarieJt Street, New Yorit, N Y 


Lipiodo! made tn the 
U S \ and a\atlab1e 
m 1 cc 2 cc 5 cc 
^ cc and 10 cv. am 
pulci i» accepted by 
the Council on Phar 
raac> and Chemt try of 
the Amcn-an Medical 
Atioaation 


iL a sp a ® i) ® a, ( u F M ) 

THE ORIGINAL IODIZED OIL 
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. * . a timely protective measure 

POWERS RAPID CHEST X-RAY SERVICE 


makes possible the preparation of radio- 
graphs in large scale surveys at a cost so 
low a routine so convenient requir- 
ing so little of the student's or worker's 
time, that mass x-ray examinations of 
the chest are now practical and within 
the financial means of every progressive 
institution concerned with health conser- 
vation 

This widely endorsed Paper Roll 
Method IS diagnostically efficient 
amazingly fnexpensive From 125 to 150 
full size radiographs, 14" x 17", are nor- 
mal hourly working accomplishments 

IVrite for comprehensive literature or 
request our representative to call 


The routine is comparatively simple Our 
powerful, portable equipment is installed 
in your institution exposures are made 
by our experienced operators diag- 
noses are made by your medical staff 

r ' 

EXTENSIVELY USED 
TO PROTECT... 

OFFICE AND INDUSTRIAL WORKERS 

SCHOOL AND COLLEGE STUDENTS 

THE ARMED SERVICES 

INSTITUTIONAL INMATES 


POWERS X-RAY SERVICE 

GLEN COVE NEW YORK 
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iou don't prescnie a whole poppy 



You don't prescnhe whole cinchona bark 



You don't have to prescnhe whole cod liver oil when- 



WHITE’S COD LIVER OIL CONCENTRATE 


is available for . . . . 


A and D protection 

The A and D vitamin potency of a whole teaspoonful of cod 
liver oil* IS concentrated into one small Tablet or two drops of Liquid 
Concentrate 


In addition to its advantages in potency stability palatability and convenient 
dosage-forms the cost of White s Cod Liver Oil Concentrate has always 
compared favorably with that of plain cod liver oil Current shortages have 
already resulted in much higher prices for the whole oil and accordingly 
the economy to patient of White s Cod Liver Oil Concentrate becomes 
steadily more marked 

Prescnbc White s Cod Liver Oil Concentrate in the three economical dosage 
forms 

U S P Minim um Stondcxrd 



LIQUID 


TABLETS 


CAPSULES 


Ethically promoted— not advertised to the laity White Laboratories, Inc Newark N J 


Simple, One-Test Procedure 
Found 99 4% Accurate 




Tuberculin Patch Test (Voiimer) 

jQ>ecLevLe 


I 



N A RECENT STUDV * OF CASES, 1 angmg m age 
from 9 months to 77 years, there was a 
total of 2528 tuberculin tests performed, of which 
1000 were Lederle patch tests and 1528 were tests 
witli purified protem derivative Of the 1 000 patch 
tests, 661 were positive, 339 negative Of the 1000 
PPDi tests, 472 were positive, 528 negative These 
528 nonreactors were given the 
PPDo test to which 199 reacted 
positively and 329 failed to react 
To achieve appro\imatdy the same 
end-results it was necessary to make 
1528 tests with purified protem denra- 
ti ve as compared is ith 1 000 tests u ith the 
patch Furthermore, there ii'as agree- 
ment between the results inth PPD and 
the patch test in 99 4% of the active 
cases 

NARODicK* states, “I have found at 
the hospital that the V oUmer patch test 
IS simple, easy to apply and to interpret No 
severe reactions arc ever encountered and in 
addition to removing the psychogemc reaction 
to the needle and synnge, the patch test elimi- 
nates pain Being a one-test procedure, the Voll- 
mer is rapidly performed, and m doing a large 
senes of tests the time element is an important 
factor ” 

Supplied in packages of 1, 10 and 100 tests 

♦narodick P H (Supl and iMcd Director King County 
Tu^rculoiif Hosp Seattle Waih ) Northwest ^led 
41 195 Oune) 1942 

iPunhed protein dernatne first strength 
sPunfied protein denvative second strength 

LITERATURE ON REQUEST 



X^edeple 


Lederle Laboratories, Ing:,' 3b Rockefeller Tiaza, New York, N.Y 
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Editorial Comment 


A New ^ accordance with a resolution adopt- 
P . ed by the Board of Regents of the 
r ormat American College of Chest Physicians, 
Diseases of the Chest will change its 
format to comply with the style used by most of 
the medical specialty journals published In this 
country This change will become effective with 
the January, 1943, Issue of the Journal 
The number of pages wlU be materially Increas- 
ed and a greater number of illustrations will be 
published In connection with the scientific articles 
which are to appear in the journal 
In accord with a popular demand by the 1200 
members of the College, only the highest type of 
scientific papers dealing with the subject of dis- 
eases of the chest will be accepted for publica- 
tion While papers dealing with tuberculosis will 
receive a prominent place in the journal, an In- 
creased amount of space will be ^ven to papers 
concerning non-tuberculous chest conditions 
A section of the journal will be given over to 
abstracts of articles from this and other countries 
dealing with diseases of the chest Another section 
of the journal will contain book reviews and re- 
views of current literature A greater amount of 
space will be accorded to organization news and 
to the activities of the members of the College 
Summaries of the papers published In the jour- 
nal will be translated into the Spanish langiuage 
and printed at the end of each article The actlvi- 
tlM of our members in the Pan-American coun- 
tries will receive a prominent place in the organi- 
zation news columns of the journal 
Proceedings of the annual meetings of the 
College will be published in the journal and the 
acuvlties of state and district chapters of the 
College wlU receive greater prominence In the 
enlarged publication 

section of the journal will be concerned 
r'il medicine as it appUes to diseases 
chest This section will be supervised by 
Military Affairs of the College, 
u ® Information on military medicine 
u ‘ “9. published as soon as it is avaUable Mem- 
bers of the College who are serving In the armed 


forces of our country will receive special mention 
In the journal and an up-to-date directory of 
these members will be published whenever It is 
compatible to the best interests of our country 
that we do so 

Articles dealing with imdergraduate and post- 
graduate teaching of diseases of the chest will be 
featured from time to time by the Councils on 
Undergraduate and Postgraduate Medical Educa- 
tion of the College 

Symposia dealing with timely subjects concern- 
ed with diseases of the chest will appear In special 
issues of the journal The January, 1943, Issue, 
which Is to be the first Issue of this revised jour- 
nal, will contain a "Symposium on Bronchiec- 
tasis ” This Issue is being compiled under the 
direction of Dr Paul H Holinger, Chicago, and 
the following papers will be published in this 
special issue of the Journal 

“Bronchiectasis as a Pediatrician Sees It” 

Joseph Breimemann, MJ3 , Los Angeles, Calif 
“Bronchoscopy in Bronchiectasis” 

Louis H Clerf, MJD , Philadelphia, Pa 
“Otolaryngologlcal Aspects of Bronchiectasis” 

Francis L Lederer, MD , Chicago, HI 
“Roentgen Aspects of Bronchiectasis” 

WUllam E Anspach, MX) , Chicago, HI 
“Surgical Aspects of Bronchiectasis” 

Alton A. Ochsner, MX) , and Michael 
DeBakey, MJD , New Orleans, Loxilslana 

"Medical and Pathological Aspects of Bronchi- 
ectasis” 

H M Riggins, MX) , New York N Y 

The Editorial Board of Diseases of the Chest 
welcomes suggestions from the members of the 
College and from the other readers of the Journal 
With your assistance and cooperation we will try 
and give you the type of journal you expect to 
receive and read 

ROM 
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Presidents Address'" 

J WINTHROP PEABODY, MJD , P A C P 
Washington, D C 



Fellows of the College, Ladles and Gentle- 
men If democracy is to survive the present 
crisis of total warfare in which virtually the 
entire clvihzed world is engaged, it is in- 
cumbent upon each of us to assume his 
separate share in the united endeavor to 
Insure the perpetuation of the fundamental 
principles of individualism which our own 
particular form of government so admirably 
exemplifies, as opposed to the totalitarianism 
of dictators The era of peace which is to 
succeed the conflict between these Irrecon- 
cilable political philosophies will Inevitably 
Impose added duties and obligations to others 
as well as to ourselves which win necessarily 
have to be accepted and discharged under 
radically altered conditions Accordingly, the 


♦Presented before the Eighth Annual Meeting of 
the American College of Chest Physicians, At- 
lantic City, N J, June 6, 1942 


purpose of this address is to define the atti- 
tude of the College toward the current exi- 
gencies created by the emergency, and to 
indicate its policy with respect to the re- 
ciprocal relations established In consequence 
of the spirit of amity among allied nations 
engendered by participation in a common 
cause 

Since it is now universally recognized that 
the effort to win the war is of paramount 
importance and transcends every other con- 
sideration, the College pledges its whole- 
hearted cooperation as an organization with 
the military and naval authorities in all 
matters Involving the defense of our country 
and the welfare of its armed forces on land 
and sea As part of its program in this con- 
nection, the College is prepared (1) To sup- 
ply from its roster of members the names 
and professional qualifications of physicians 
competent to act as officers in the respective 
medical corps of the several branches, and 
to aid in the procurement and subsequent 
assignment of these physicians for service 
either with armed forces or civilian popula- 
tions (2) To collaborate with medical offi- 
cers of the army and navy In the examina- 
tion of recruits, with particular reference to 
ladiography of the chest, and with public 
health officials In the rehabilitation of appli- 
cants rejected on account of the condition 
of their chest (3) To render all possible as- 
sistance to those of its members who are 
already enrolled In the armed services (4) To 
foster and maintain the highest of standards 
for the practice of the specialty of diseases 
of the chest among civilian populations and 
in the armed forces of our country In this 
respect the College has established for the 
first time an examining board, the function 
of which will be to examine all candidates 
for fellowship 

Obviously there are many medical problems 
whose solution must perforce be deferred 
until the end of the war, primarily for the 
reason that the data essential for their eluci- 
dation are still unavailable, and probably will 
remain so long after the cessation of hostili- 
ties However, it is believed that tuberculosis 


262 



1942 


Diseases of the Chest 


can safely be excluded from this category 
Our vastly superior knowledge of that disease 
as compared to other affections should of 
Itself alone warrant the exception Finther- 
more, our experience with tuberculosis dur- 
ing and since the first World War should 
afford valuable criteria in the establishment 
of a rational procedure for the systematic 
elimination of prospective Inductees who re- 
veal evidence of disease of the chest which 
might be aggravated by military service, and 
ultimately entail partial or total physical dis- 
ability with a claim for compensation 

Infection and environment represent two 
cardinal factors in the occurrence of tuber- 
culosis Hitherto the tendency has been to 
regard these factors as separate and distinct, 
but of late it has become increasingly ap- 
parent that they should be considered to- 
gether Indeed, infection itself is quite defi- 
nitely an environmental factor, and if it be 
present, then the other environmental fac- 
tors, including poverty, overcrowding in im- 
sanitary habitations, and malnutrition, must 
be corrected or controlled in order to avoid 
wholesale infection of a group or a com- 
munity Moreover, among predisposing in- 
fluences particular emphasis should be laid 
also upon the abnormal conditions of exist- 
ence and of labor which prevail in wartime 

Mass radioscopy of employees in factories 
where a greatly increased personnel incident 
to the war had occasioned extreme conges- 
tion has been advocated and practiced abroad, 
notably in Great Britain, and might well be 
instituted by large employers of labor in our 
own country The significance of this inno- 
vation will be realized when it is recalled 
that the majority of the Individuals so ex- 
amined were either in their teens or their 
early twenties, ages at which the Incidence 
of tuberculosis is relatively high Another 
marked advantage of the procedure in ques- 
tion consists in the opportunity for the dis- 
covery of patients in the incipient stage of 
the disease, before they have been permitted 
to become a source of Infection to those 
around them 

Non-industrial civilian hazards Involved in 
the lack of food, close contact for protracted 
periods in dark, badly ventilated bombproof 
shelters, enforced migration, and other simi- 
lar vicissitudes of war, all render their vic- 
tims more susceptible to tuberculous Infection 


Therefore may we repeat that while our 
primary objective is to do our part to win 
the war by the consen'ation of the health 
and efficiency of our armed forces our grave 
responsibility toward the noncombatant pop- 
ulation should meanwhile not be ignored 
Actually there is more than ever before an 
urgent need for a carefully planned and in- 
telligently conducted campaign for the de- 
tection of tuberculosis, especially among 
young persons still at school or about to enter 
Industry or the public or national services of 
our country 

As its own particular contribution to this 
campaign, during the forthcoming year the 
College proposes to continue with undlmin- 
ished energy the Important work thus far 
accomplished under the able leadership of 
Doctor Edward William Hayes for the edu- 
cation of undergraduates in the subject of 
diseases of the chest Postgraduate instruc- 
tion will be imparted through the medium 
of the annual meetings of the College and 
the meetings of its district and state chapters 
Scientific programs of a high character will 
be offered at all these assemblies For in- 
stance, this year a joint session will be held 
with the American Broncho-Esophagologlcal 
Association The College hopes to arrange 
joint sessions with other groups associated 
with our specialty and other related intra- 
thoracic conditions 

Within the past year a number of new state 
and district chapters of the College have been 
organized and established It Is our intention 
to complete the organization of chapters in 
those states and districts in which there are 
a sufficient number of individuals eligible 
for membership to form chapters A plan to 
provide for the Interchange of delegates be- 
tween the several chapters of the College is 
\mder consideration A special section of our 
annual program is to be assigned to past and 
present officers of state and district chapters 
for the exchange of Ideas and suggestions 
likely to prove of assistance to members of 
all the chapters 

The promotion of the activities of the Na- 
tional Council of Committees on Tuberculosis 
will also be continued during the present 
year Reports reveal the fact that committees 
which represent state and in many instances 
county medical societies have already been 
formed in no less than thirty-five states The 
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Council Is resolved to encourage the organi- 
zation of committees on tuberculosis in those 
states which have not as yet appointed such 
committees, and to induce other states to 
establish committees on tuberculosis in their 
county medical societies The Council will 
likewise sponsor a uniform method of pro- 
cedure for utilization in the prevention and 
treatment of tuberculosis by each of the state 
and county committees where applicable The 
members of these committees on tuberculosis 
will be Invited to attend the state and dis- 
trict meetings as weU as the annual meeting 
of the College, in order that a larger number 
of physicians may be Included in our edu- 
cational program 

At this annual meeting we have adopted a 
new constitution and set of by-laws, which 
were drafted by members of the committee 
appointed for the purpose, with the aid and 
counsel of qualified legal authorities, and 
Doctor Paul Henry Holinger as its chairman 
The College will be Incorporated In the State 
of Illinois We are confident that the care 
and labor expended In their formulation have 
resulted in a constitution and by-laws which 
will serve the requirements of our organi- 
zation in perpetuity without the necessity for 
subsequent amendment or other modifica- 
tion 

Under the distinguished chief editorship of 
Doctor Ralph Matson, our official journal 
entitled Diseases of the Chest has attained 
new heights of literary eminence in respect 
to the type of the contributions which ap- 
pear In Its columns It is contemplated to 
increase materially the number of pages in 
the journal, and the same standard of ex- 
cellence will be maintained in the future 
Issues It Is expected that less stress will be 
laid upon elementary aspects, such as early 
diagnosis, and added attention will be ac- 
corded to advanced phases of the subject 
Plans for this enlarged Journal are now being 
studied by the editorial board of the College 

The publication of our annual directory 
of fellows and associates of the College has 
been postponed tmtll after the close of the 
present meeting, in order that the Informa- 
tion which it contains will be the more com- 
prehensive and thus better serve the con- 
venience and interests of our members This 
practice will be followed in future years, so 
that all additions and corrections necessitated 


September 

by changes which may occur in the course 
of annual meetings will appear in the respec- 
tive issues of the directory 

The portion of our general program as an 
organization which is concerned with our 
relationship to colleagues in other countries 
will be greatly expanded Through the Coun- 
cil on Pan-Amencan Affairs the efforts al- 
ready Inaugurated wUl be continued unremit- 
tingly imtU every republic of Central and 
South America in which a sufficient number 
of members can be enrolled Is adequately 
represented It is planned to associate the 
smaller republics together in a closely organ- 
ized unit, in order that they may in turn 
participate from time to time in a unified 
symposium on diseases of the chest Forms 
of application for membership in Spanish and 
Portuguese wlU be printed and supplied to 
prospective members in Latin America As 
previously advised, the editorial board has 
tmder consideration the enlargement of our 
journal When this is done we shall be in a 
position to abstract the papers into the Span- 
ish language for the benefit of our members 
in the Spanish-speaking countries In the 
Dommlon of Canada the campaign for mem- 
bership so effectively instituted by Doctor 
WUliam Edward Ogden, Governor of the Col- 
lege for Canada, will be prosecuted with re- 
newed vigor 

In conclusion a brief commentary upon the 
role of the organized medical profession in 
our program of national defense appears 
appropriate on this occasion Although doc- 
tors are as profoundly affected by war as 
are other members of the community, they 
are, in virtue of the lofty ethics of their chosen 
vocation and the highly altruistic Impulses 
which actuate them, far aloof from the din 
and tumult of battle Again, while they share 
intimately in the patriotism of their neigh- 
bors, as nonbelligerent practitioners of the 
healing art they are quite immindful of race 
and political creed, of friend and enemy 
None the less, in the face of the challenge 
thrown down by despots, it is the solemn 
obligation of every medical man among us 
to ascertain without delay where he can serve 
his country most effectively in its hour of 
peril 

It has been estimated that more than thirty 
thousand doctors will be required eventually 
in military camps and combat zones This 
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tentative figure is based upon the experience 
of the first World War At present the most 
urgent demand is for properly qualified men 
preferably still imder thirty-six years of age, 
who are Intended to serve with armed forces 
either here or abroad For such physicians 
who are able and willing to accept service 
with the army or the navy the federal gov- 
ernment has established a bureau of procure- 
ment and assignment to which applications 
should be addressed by them directly or 
through their respective local medical so- 
cieties A questionnaire especially designed 
for the use of applicants has already been 
published In the majority of our state and 
national medical journals 
Though doctors aged between thirty-seven 
and sixty years may likewise register with 
the same agency for military or naval duty, 
and will if there is a definite need for their 
services be tendered commissions, the gen- 
eral consensus of opinion is that they can 
render greater service as civilians in their 
own communities The health of the inhabi- 
tants of agricultural regions must be con- 
served if the nation Is to be fed In these 
areas the quota of physicians is already much 
too low for adequate medical care Guns, 
ships, tanks, and airplanes must be produced 
by workers In factories and plants who will 
be required to toil for longer hours and on 
extra days It Is equally essential that the 
efforts of these workmen should not be im- 


peded by poor physical condition, hence ad- 
ditional medical attention will be necessary 
in order to keep them fit 
Physicians who are for one reason or an- 
other imselected for service with the army 
or navy should seek diligently for opportuni- 
ties for the exercise of their ablUtles else- 
where Medical education should not be per- 
mitted to suffer because of a lack of instruc- 
tors, or patients in hospitals at home from 
depleted medical and surgical staffs Families 
and practices of colleagues who have been 
called to the colors must receive well deserved 
consideration and care 
Let us remember always that the health of 
Its people is the most valuable asset of a 
nation For centuries, in war as in peace, 
this precious possession has reposed securely 
in the loyal custody of the members of our 
honorable craft, and never have they proved 
unfaithful to the trust During the dark days 
which confront us, may the brilliant pre- 
cedent afforded by those of our professional 
brethren who elected voluntarily, nay even 
gladly, to incur the arduous hazards and 
heroic sacrifices Imposed upon them by hos- 
tilities of a magnitude hitherto unparalleled 
in human history, enable us to realize more 
clearly than ever before with Idomeneus 
that^ 

“A wise physician, skill’d our wounds to heal, 
Is more than armies to the public weal ” 




Ambulatory Artificial Pneumothorax 
Treatment in Puerto Rico 

DAVID E GARCIA, MJD 
Hato Rey, Puerto Rico 


Puerto Rico is a small tropical Island of 
approximately 3,400 square miles and a popu- 
lation of a little over 1,800,000 inhabitants 
This population consists mainly of Spaniards 
and their descendants, continental Americans 
and negroes The population per square mUe 
is 529 Inhabitants, that is, about twelve times 
that of the United States of America Of 
this entire population about 67 per cent live 
in the country and the other 33 per cent in 
towns ' Not only is the island overpopulated, 
but the homes are overcrowded, there is an 
average of 2 6 persons per room in towns, and 


in the country the average number is 3 6 
Side by side with this problem of over- 
population, Puerto Rico has another problem 
even more serious, which I am sure is the 
root of all our evils The wretched economic 
condition of the island is beyond anybody’s 
expectation According to the report written 
by Mountain, Pennel and Flook^ of the staff 
of the United States Public Health Service 
pertaining to 6,000 families of aU groups of 
this island, 60 per cent of all these families 
had an annual Income of less than $500 and 
only 4 per cent had an annual income of 
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$1,000 or more 

Miguel Guerra-Mondragon, Li B , In an 
address made at the annual meeting of the 
Puerto Rico Medical Association m December, 
1938,^ stated that at that time there were 
319,915 famihes in Puerto Rico He stated 
further that 54 7 per cent of these families 
have only one sleeping room, 28 9 per cent 
have two sleeping rooms, and 16 4 per cent 
have three or more sleeping rooms He said 
also that the average laborer was making 
from $135 to $169 per year With this annual 
Income it is Impossible for them to have 
enough to eat, not only in quantity but in 
quality The diet of the average Puerto Rican, 
especially of the low income class, is very de- 
ficient and completely unbalanced So, the 
first stronghold of our health, i e , the body 
resistance, is undermined 
The above statements give you a bird’s-eye 
view of the economic condition of this island 
Such povferty has inevitable deleterious ef- 
fects on the general health and creates vast 
problems in sanitation 
The tuberculosis problem is likewise influ- 
enced by such undesirable circumstances 
Those working in tuberculosis in Puerto Rico 
for some years have observed that the forms 
predominating are the chronic forms and 
not the acute as has been stated by some 
continental authors who judge our tubercu- 
losis from their findings in Harlem It is not 
because we doubt their findings that we dis- 
agree, but we are almost sure that the con- 
ditions under which Puerto Ricans live m 
those parts of the United States where they 
have severe wmters, living usually with no 
relatives, and possibly in economic circum- 
stances even worse than those found in our 
island, greatly influence statistics on tubercu- 
losis occurring in Puerto Ricans there 
The magnitude of the tubercuiosis problem 
here can be judged from the following table 
taken from the report by Dr Garrido Morales 
and Dr Rodriguez Pastor, Commissioner of 
Health and head of the Tuberculosis Depart- 
ment of Puerto Rico, respectively •* 

It is an accepted principle today that for 
each tuberculosis death there should be at 
least one hospital bed, and that for each 
tuberculosis patient that dies there are around 
ten cases of active tuberculosis Takmg any 
year in the above table one can see that Puerto 
Rico needs at least 4,500 tuberculosis beds. 


Year 

Tuberculosis 

Deaths 

Tuberculosis 
Death Rates 

1930 

4080 

263 2 

1931 

4338 

275 5 

1932 

4755 

297 3 

1933 

5476 

337 2 

1934 

5082 

308 3 

1935 

5094 

304 5 

1936 

5182 

305 3 

1937 

5091 

2871 

1938 

4954 

274 5 

1939 

4747 

258 4 

1940 

4886 

260 9 


also that there are around 45,000 active tu- 
berculosis cases and about an equal number 
of Inactive cases 

Facing this titanic problem, there was, prior 
to 1935, one tuberculosis hospital of around 
400 beds at Rio Pledras An energetic cam- 
paign was initiated in 1935 and with the 
help of federal agencies and by the opera- 
tion of a lottery one step further was ad- 
vanced Yet the means at our disposal were 
even then very Umlted Before the campaign 
the total number of beds, including private 
institutions, was a little over 500 This was 
increased to 1,400 charity beds plus around 
160 beds in private institutions A lottery to 
be played every ten days In the Island of 
Puerto was established By law It was speci- 
fied that 50 per cent of the Income derived 
by the government from this lottery would 
be employed to combat the white plague This 
amounts to $502,050 per year 

It has been calculated that a case of tu- 
berculosis hospitalized in a charity hospital 
costs the government in Puerto Rico an av- 
erage of $323 per year, or around $25 25 per 
month This is very reasonable compared 
with the cost of care m the United States 
of America 

The annual budget of the Department of 
Sanitation in this island is $2,299,727 12 Of 
this sum, $178,205 50 is dedicated to combat 
the white plague A program providing for 
4,500 beds for tuberculosis would cost the gov- 
ernment around $1,453,000, calculating on a 
basis of $323 per year (actually, the cost would 
probably be less because of lower overhead ex- 
pense), without counting the initial invest- 
ment for buildings and equipment This would 
be more than half the entire budget of the 
Department of Sanitation It is obvious that 
the Department of Health could not afford 
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such a program with the funds available 
Yet, something had to be done The wait- 
ing list for hospital beds was so large that 
sometimes a bed was occupied within a few 
hours after its previous occupant had left it 
On some occasions, when the bed was ready 
the applicant next on the list was dead al- 
ready ’ In order to reduce the number of 
contagious cases as rapidly as possible with 
only 1,500 beds available, it was thought that 
a mass attack on the disease could be under- 
taken by the institution of ambulatory treat- 
ment of the cases by artificial pneumothorax 
In 1935 ambulatory artificial pneumothorax 
was started on 74 cases This number has 
risen to 5,848 in the year 1040-41 The aver- 
age cost per 'year of an ambulatory case 
successfully treated by pneumothorax has 
been estimated by the Department of Health 
to be $84 The average cost of a case hospital- 
ized, as we said above, is $323, approximately 
four times that of the average ambulatory 
pneumothorax case Roughly speaking, the 
Department of Sanitation would have spent 
$1,900,000 during one year to care for those 
5,848 patients had they been hospitalized In- 
stead, it has spent approximately $493,332 in 
the same period of time for their ambulatory 
treatment 

Out of 5,562 patients whom Doctors Morales 
and Pastor^ reported treated by this method, 
12 per cent were minimal cases of pulmonary 
tuberculosis, 21 per cent were moderately ad- 
vanced and 67 per cent were far advanced 
Prom the same report I am copying the table 
of sputum conversions It is shown that in 
the year 1940, 66 per cent of those under 
ambulatory care had a negative sputum This 
means that several thousands of persons were 
protected from infection by the elimination 
of so many bacilUferous cases 
The plan has been carried out by means 
of tuberculosis centers and subcenters dis- 
tributed throughout the island and located 
in or near towns with the highest tubercu- 
losis mortalities Sometimes one doctor has 
to attend two or three centers There are 
also ambulatory x-ray rmits which visit the 
centers periodically for x-ray work 
A new case is initiated In one of these 
centers or subcenters He waits there around 
one-half hour after the insufflation, after 
which time he is allowed to go home and is 
instructed to report at the center for the 


next refill at a specified date The case is 
watched by the doctor with the local x-ray 
or the visiting ambulatory x-ray imit Spu- 
tum examinations are done periodically The 
treatments are continued until the case is 
considered arrested, after which he is in- 
structed to report for successive check-ups 
To help in this work, the Department of 
Health has four tuberculosis hospitals, the 
main one at Rio Piedras with a capacity of 
800 beds, and one each at Mayaguez, Ponce 
and Guayama with a capacity of 200 beds 
each If the pneumothorax is not satisfactory, 
after discussion with the head of that ser- 
vice the case is sent to the Rio Piedras Sana- 
torium, which has been left almost exclusive- 
ly for surgical cases Any operation and all 
the operations needed are performed There 
the case is hospitahzed until he can be taken 
care of again by the tuberculosis center Many 
of the patients have to be hospitalized al 
some time of their treatment, some for closed 
pneumonolysls and others for thoracoplasty 
StiU, the duration of hospitalization ranged 
from 6 to 7 months, which is considerably 
shorter than their previous average period of 
hospitalization of several years 
The cases are not only treated at the cen- 
ters, but they are visited periodically by 
nurses and social workers who are associated 
with the tuberculosis centers The workers 
investigate the conditions at home, give in- 
struction to the family about the. precautions 
to be taken, and bring the contacts to be 
examined and x-rayed at the treatment cen- 
ters They also find out why some patients 
do not return for treatment, helping if pos- 
sible with bus fare and limch when the eco- 
nomic condition of the case requires such a 
step This aid is obtained chiefly from local 
societies to combat tuberculosis 
By the operation of such a plan a very large 
group of cases which could not be hospitalized 
because of the bed shortage is receiving a 
form of therapy which helps them consider- 
ably Many times the patients are able to re- 
sume work before expected, thus saving Uves 
which are still very useful to their families 
Besides, the number of contacts will undoubt- 
edly be considerably diminished after a suf- 
ficient length of time has elapsed, as a con- 
sequence of conversion of the sputum In many 
of the cases By this plan, too, the govern- 
ment has been able to attack in mass a prob- 
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lem which, due to the economic condition of 
the Island, was thought to be almost Impos- 
sible to handle 

On the other hand, the plan Is not with- 
out disadvantages or difficulties It should 
be made clear that the Department of Sani- 
tation had to overcome serious handicaps 
Most important of them were the training of 
a group of physicians In the application of 
pneumothorax, x-ray and fluoroscopic inter- 
pretation Nurses and other assistants like- 
wise had to be trained This service will be 
better every year but the training of adequate 
personnel must contmue 

Complications from this large scale ambu- 
latory treatment were expected by most of us 
to be rather high There is no denying that 
they have had accidents Anybody working 
in tuberculosis long enough Is going to have 
accidents sooner or later 

In 296,915 insufflations the number of ac- 
cidents occurring was 126, of which 15 were 
fatal The number of patients concerned Is 
not stated, but I consider the number of 
accidents small, especially if we keep in mind 
the difficult working conditions Effusion and 
empyema were complications in 17 per cent 
of the minimal cases, 26 per cent of the mod- 
erately advanced and 35 per cent of the far 
advanced I believe these figures are low, 
especially for the moderately advanced and 
far advanced groups, but even if higher, they 
would not be worse than the average 

It is obvious that some cases develop com- 
plications that can be better handled m a 
hospital, and in the event of such complica- 
tions the patients are hospitalized It may 
happen that for one reason or another some 
cases cannot be hospitalized, yet the great 
majority of them is given adequate treat- 
ment 

A program of mass treatment such as this 
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Is especially helpful In the education of the 
lower classes, bringing them in contact with 
persons trained in this field The public Is 
becoming aware of the great danger of tu- 
berculosis They may still be afraid and anx- 
ious when the first symptoms of the disease 
appear but they are beginning to understand 
that the only hope of recovery lies in the 
proper and timely treatment They are not 
afraid as they used to be of pneumothorax, 
a pneumonolysis or a thoracoplasty The pub- 
lic Is gaining faith In the present forms of 
treatment of pulmonary tuberculosis, and is 
cooperating 

We do not try to prove In this paper that 
ambulatory artificial pneumothorax Is the 
real solution of the tuberculosis problem any- 
where We Just want to show some of the 
results obtained by the Department of Health 
of Puerto Rico which we believe really have 
some value, especially for communities with 
social and economic conditions similar to 
those of this Island They can benefit from 
our experience in their attempt to solve their 
own problem of pulmonary tuberculosis 

It should be made clear again that It Is 
preferable to hospitalize all bacilllferous cases 
for proper treatment, at least until they are 
no longer contagious, but in poor communi- 
ties with low hospitalizing capacity the am- 
bulatory form of treatment as proved by the 
work in this Island is highly successful 

In conclusion, we believe that the real ef- 
fects of this program will not be noticed until 
several more years have elapsed, that Is, imtU 
a larger percentage of the active cases of 
tuberculosis come under treatment Of course, 
we do not expect that all of them will be 
treated by pneumothorax, but when these 
cases can be adequately controlled, especially 
the bacUUferous ones, the percentage of mor- 
tality will decrease substantially It is to be 
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hoped that with the steady increase in the 
number of cases receiving ambulatory pneu- 
mothorax a definite decrease in the bacillifer- 
ous cases will occur This drop is going to 
become evident in a few years, with a real 
drop in the mortality rate of tuberculosis in 
Puerto Rico 
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Tuberculosis Control 
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About twenty five years ago, when I was 
still young in the practice of medicine, I had 
the dramatic experience of seeing a case of 
old-fashioned galloping consumption develop 
in my own house and progress to a fatal ter- 
mination in a few months With the realiza- 
tion that this could happen to any one of us, 
I became Interested in the diagnosis and treat- 
ment of tuberculosis and I have maintained 
that interest ever since During the ensuing 
years the progress made has been striking, 
and it now appears as if there were at least 
a possibility of accomplishment of the aim 
of practical elimination of tuberculosis by 
1960 

The campaign for the eradication of this 
disease is based fudamentally on the fact 
that it is of a contagious nature and caused 
by a specific micro-organism This fact was 
proved conclusively by Koch in 1882 but it 
took fifty years to realize fully its implica- 
tions and to evolve an effective plan of con- 
trol and eradication Even now we occasslon- 
ally hear that tuberculosis has been caused 
by poor nutrition, over work, or debilitating 
sickness, when we know that this can never 
happen without the presence of the tubercle 
bacillus, and that for practical purposes the 
only source of the organism is the sputum 
of someone who has already contracted the 
disease A few years ago we had to consider 
bovine infection but this is no longer neces- 
sary due to the very successful campaign to 
eradicate it 

Undoubtedly the delay in realizing the im- 
plications of the contagiousness of tubercu- 


losis was due to its very long latent period 
In measles the clinical disease develops ten 
to fourteen days after the contact of the pa- 
tient with the parasite In tuberculosis the 
lapse of time may be as many years, but the 
process is essentially the same, and the dis- 
ease can be acquired only from some one else 
who already has it From a public health 
standpoint, therefore, the control of tuber- 
culosis simplifies itself into three problems 
the treatment of the patient, the discovery 
of the source of infection, and the prevention 
of further spread by proper measures of iso- 
lation and sputum disposal 

It would seem that the progress in the 
treatment and control of tuberculosis has fol- 
lowed and depended upon Improvements in 
our methods of diagnosis There have been 
three definite steps along this line first, the 
use of the stethoscope for the determination 
of rales after cough, second, the study of 
the x-ray shadow, third, the wide-spread 
employment of the diagnostic tuberculin re- 
action 

It was not so many years ago that we heard 
the story of the old fashioned doctor who 
scorned to use the stethoscope in the diag- 
nosis of tuberculosis because he thought he 
could tell a case of consumption by the ap- 
pearance of the patient, and because at all 
events the diagnosis was imlmportant, inas- 
much as the patient always died These cases 
were an imsolved problem for the general 
practitioner and their care a disagreeable 
duty to be avoided if possible The procedure 
of listening for rales after cough in the upper 
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part of the chest aided in the diagnosing 
of early cases, and It soon became apparent 
that the hope of arresting the disease was 
greatly increased If the condition was dis- 
covered in its first stages 
Following the improvement in diagnosis 
came the building of hospitals especially for 
the treatment and care of minimal tuber- 
culosis The advanced cases, the old chromes, 
were still neglected, and I must say in passing 
that it was the surgeons who eventually in- 
terested themselves in this problem and who 
have made the treatment of that class of 
patients fascinating, briUant, and hopeful 
The attention of the medical profession was 
focused upon early diagnosis, and the more 
general use of the x-ray was the next great 
advance in this direction It was discovered 
that often the tuberculous process in the 
lung started before the development of clin- 
ical symptoms, and, in fact, that when a 
patient first realized that he was sick the 
pulmonary process might have progressed to 
a considerable extent 
Now It is true that a good x-ray will often 
disclose pathology which is not apparent on 
physical examination, but reliance on this 
diagnostic aid is so easy that I fear today 
we are beginning to neglect the irreplaceable 
knowledge that we gain from a thorough 
physical examination It is sometimes a shock 
to observe that surgeons and clinicians have 
not confidence in their ability to evaluate 
what they can hear through the stethoscope 
After all, good medical practice here as else- 
where must rely on what we can see, feel, 
and hear, and laboratory tests, often of great 
value, should be used as supplementary aids 
to obtain more detailed information 
Next, the more general use of the tuber- 
culin-testing came into practice, and it be- 
came apparent that the beginning of tuber- 
culous infection might occur years before ac- 
tive pulmonary pathology developed, often in 
childhood Pollovrtng the line of reasoning 
that the earlier the tuberculous patient came 
under treatment the better the clinical re- 
sults, there was a marked tendency to build 
and enlarge children’s sanatoriums and health 
camps However, it was soon recognized that 
this early or childhood type of infection was 
generally not of a serious nature and that 
hospitalization was unnecessary These child- 
ren should be kept under observation, cer- 
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tainly, to forestall the development of adult 
pulmonary tuberculosis but the main value 
of the tuberculin test was, perhaps, in the 
discovery that they had picked up the germs, 
thus indicating that they had come in con- 
tact with a so-called open case The problem, 
therefore, was to discover that open case so 
that further spread of the disease could be 
prevented The effort was at last enlarged 
from early diagnosis and treatment to include 
the prevention of infection entirely by the 
discovery and control of the original source 
of the disease — those people, be they sick or 
weU, who are expectorating tubercle bacilli 

This aim, then, gives us the basis of our 
present campaign It is founded on the pro- 
positions that we are dealing with a disease 
whose contagious character is due to the tu- 
bercle baclUl m the sputum of those people 
who are Infected with the germ, and that if 
the disease is to be eliminated these people 
must be discovered and brought under con- 
trol so that they wlU not spread the infec- 
tion through the dissemination of their spu- 
tum 

It would seem self-evident that any pro- 
gram for the treatment and control of tuber- 
culosis must rely for its success on the co- 
operation and approval of the practicing phy- 
sicians These are the men who, through their 
education and life training and the very na- 
ture of their work, have the best understand- 
ing of the problems Involved These men are 
primarily interested in the treatment of sick 
people and are willing to delegate the re- 
sponsibility of the epidemiological control of 
the disease to the health authorities and so- 
cial workers, provided these agencies do not 
become unduly dictatorial or interfering The 
two functions of treatment and control, of 
course, overlap Every practicing physician 
should consider himself a deputy health of- 
ficer whose duties Include the enforcement 
of practicable health regulations and the dis- 
covery of cases of infection, perhaps sub- 
clinical in nature, who act as foci for the 
spread of the disease The health authorities 
and organizations on their part should make 
available to the practitioners their diagnosing 
facilities including, especially, x-ray It would 
seem advisable whenever practical to delegate 
this diagnosing public health work to com- 
petent practicing physicians In this way in- 
terest will be stimulated among these men 
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who are the first to come in contact with 
the cases of tuberculosis in the general popu- 
lation Any tendency of the public health 
authorities to allocate this work entirely to 
themselves or to assume that the practicing 
physician is lacking in the knowledge neces- 
sary for tuberculosis diagnosis and control 
is to be deprecated 

In the treatment of the active case of 
tuberculosis two aims are to be kept in mind 
the cure of the patient and the prevention 
of the spread of the disease to others The 
attainment of the first aim, the cure of the 
patient, still rests on the old and weU-proven 
measures of rest, fresh air, good food, and a 
proper regime strictly adhered to In addition, 
we now have certain surgical measures which 
are of inestimable benefit in suitable situa- 
tions Secondly, to prevent the spread of the 
disease, we must control the danger of droplet 
infection by too close contact, and enforce 
measures of efficient sputum disposal and 
sterilization of aU sputum-contaminated ob- 
jects There is no doubt that theoretically the 
most efficient thing to do would be to hos- 
pitalize every active case as long as he is ex- 
pectorating tubercle bacilli Under our present 
ideals of democracy this is not possible and 
Indeed It would often work undue hardship 
However, a period of hospitalization would 
seem advisable for nearly every patient at 
the beginning of his sickness This would ac- 
complish three purposes first, the opportun- 
ity of close clinical observation and the use 
of any special therapeutic measures which 
may be Indicated, second, the education of 
the patient in the methods of cure and the 
protection of others from the danger of con- 
tagion, third, the prevention of the spread 
of the disease dmring the time when the pa- 
tient is being educated by first hand obser- 
vation along these lines 

I have spoken of the treatment and control 
of the sick patient As in the case of any 
contagious disease, the second great problem 
is to find every case of infection The eradica- 
tion of tuberculosis depends fundamentally 
upon this factor, and upon the elimination of 
each case as a source of contagion 

We are attempting to accomplish the task 
of case-finding by three main methods the 
extensive use of the tuberculin test, especially 
in children, the x-raying of certain groups 
in our population, and the diagnosing clinic 


It has been common experience to find that 
the percentage of tuberculin reactors is on 
the decrease This of course means that tu- 
berculous infection is becoming less and that 
the candidates for pulmonary tuberculosis are 
becoming fewer As I have said, the idea that 
these tuberculin reactors are in need of active 
treatment is no longer held, and the main 
value of this work is in pointing the way to- 
ward the sources of infection Where It Is 
possible to make a comprehensive survey of 
tuberculin reactors among school children at 
some stage in their education, valuable in- 
formation can be obtained as to the families 
and locations that are responsible for the 
spread of this disease 
The x-raying of certain groups of our popu- 
lation is often too expensive for wide usage 
The small size x-ray films bring down the 
cost materially, but the original equipment 
is expensive, and hard to obtain on account 
of the defense program However, there are 
certain groups which are especially entitled 
to this type of accurate examination First 
among these, on account of their close asso- 
ciation with children, I would place school 
teachers Next would come nurses, both for 
the possibility of exposure to themselves and 
because of their close contact with persons 
whose vitality and resistance is lowered on 
accoimt of sickness A third important group 
is patients in mental hospitals where a long 
period of confinement is necessary It is a 
fact that in such institutions where surveys 
have been made the percentage of tuberculosis 
increases with the duration of the patient’s 
stay This means that a certain number of 
patients develop clinical tuberculosis during 
their institutional care The patients come 
in with one disease and after a period of time 
they have two diseases I do not think that 
these hospitals can hold themselves blameless 
If they do not adopt periodic examinations 
of their inmates, including chest x-rays 
Other groups such as high school and college 
students, negroes, and certain classes of in- 
dustrial workers can well be added to the list 
Probably the most efficient means of case- 
finding that we have Is the diagnosing clinic 
The functions of such a clinic are three to 
give aid to the practicing physician in diag- 
nosing his cases with suspected pulmonary 
pathology, to discover cases of latent and ac- 
tive tuberculosis, and to educate the public 
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as to the nature of this disease and the means 
being employed In Its eradication The clinic 
can be of especial help to the practicing phy- 
sician In making available x-ray facilities to 
those patients who would otherwise be un- 
able to obtain them There Is no doubt that 
x-ray examination Is of great assistance in 
the diagnosing of chest conditions and is often 
beyond the means of the patient If the clinic 
furnishes x-rays and examination on a con- 
sultation basis when requested by the at- 
tending physician the privilege will certainly 
be made use of and cases of tuberculosis will 
be discovered Even if there is some abuse, 
it is counterbalanced by the finding of new 
cases If the consultation privilege is left to 
the discretion of the attending physician the 
clinic will be protected from the criticism of 
encroaching on his practice It is true that 
the private roentgenologist will lose an oc- 
cassional case, but there is no doubt that the 
educative value in regard to x-ray diagnosis 
will amply make up for his loss in the long 
run The clinic should be meticulous in ad- 
hering to the ethical rules of consultation 
This is neccessary if the cooperation of the 
practicing physician is to be maintained The 
patient should be returned to his doctor, the 
information requested should be furnished, 
and there the connection should cease except 
in such further matters as may be requested 
by the referring physician It is quite possible 
that he will be glad to be relieved of the re- 
sponsibility of examining and x-rasnng the 
contacts, of arranging the patient’s transfer 
to a sanitarium if this is advisable, or of 
giving aid in home nursing or supervision 
The educative value of clinic work is prob- 
ably not generally realized It is neccessary 
to get people interested in the control and 
eradication of tuberculosis and to show them 
how these are being accomplished There is 
no better way to do this than by friendly per- 
sonal contact in the clinic The patients may 
come on first admission with a feeling of 
hesitation, perhaps of mild irritation because 
they are there due to persistent urging They 
should be met with a friendly spirit and there 
should be a well-organized routine planned 
for their convenience and to protect their 
sensibilities A few personal words from the 
doctor or {nurse explaining what is going on 
and what' it may mean to themselves and the 
community as a whole may give a favorable 
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impression and leave the patient with a sym- 
pathetic understanding of the work Too often 
a little carelessness will bring the opposite 
result As to case-finding, the two groups 
of patients which yield the best results are 
those referred by private physicians and con- 
tacts of known cases A well-operated clinic 
can easily have 50 per cent of its new ad- 
missions from the first group, and if the work 
of examining the contacts is vigorously pushed 
they will almost supply the balance The ex- 
amination of contacts is. Indeed, of prime 
importance It is to be remembered that tu- 
berculosis is a contagious disease and when 
a case is diagnosed two other problems im- 
mediately present themselves to discover if 
possible from whom this patient acquired his 
infection, and to examine at proper intervals 
all persons who come in contact with the 
case as long as he is expectorating sputum A 
few others will come to the clinic on their 
own volition or at the suggestion of some 
friend or social agency In dealing with these 
cases, also, it Is advisable that the clinic con- 
fine itself to examination and diagnosis 
A few words as to organization may be 
added The clinic should, of course, be under 
the general supervision of a physician who 
Is interested in this type of work, and who 
may well be in active private practice He 
should regulate the policies and routine em- 
ployed It is advantagous that he or his as- 
sociates examine each case and by personal 
questions establish the main facts relating 
thereto By such procedure only can many 
conditions be properly evaluated X-ray alone 
is not sufficient It will not indicate whether 
a tuberculous process is active, nor will it 
always diagnose accurately such conditions 
as bronchitis, emphysema, bronchiectasis, 
cardiac decompensation, etc Subsequent to 
the clinic session, as soon as can be arranged, 
and in the presence of the nurse, he should 
look over the x-rays, verify his diagnosis, and 
formulate his recommendations This report 
should then be sent to the referring physician 
The nurse In charge should have experience 
and enthusiasm for this work, because on 
her, no less than on the chnic doctors, rests 
the’ responsibility for success She and her 
assistants should organize and prepare for the 
clinic in advance, arranging the examinations 
by appointment as much as possible She is 
responsible for the preliminary history-taking. 
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the preparation of the patient, and his gui- 
dance through the clinic routine without un- 
due delay or inconvenience She must see 
that the referring doctors get their reports 
The clinic records are her responsibility These 
should be kept in accordance with the rules 
of the governing health authority and in such 
a way that there will be a clear picture of the 
families and locations from whence infection 
is liable to spread The clinic patient should 
get the Impression of a well -planned, smooth- 
ly running organization If treated with con- 
sideration he will wlUlngly cooperate in the 
steps of history-taking, interview and ex- 


amination by the doctor, and x-ray and other 
laboratory procedure He will return to his 
own physician with interest in the final re- 
port which he will obtain from him, and it 
is to be hoped that he will be stimulated to 
some constructive thinking about tubercu- 
losis control as a general problem as well as 
an Individual one 

In this paper I have attempted to give an 
idea of the development of our present day 
methods of tuberculosis control and of their 
working application, especially in regard to 
the diagnosing clinic 
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Percussion of the Clavicle 
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Percussion of the clavicle has never been 
given prominence in physical examination 
While few of the text books mention the 
subject at all, occasionally a brief description 
is found to the effect that the bone is resonant 
in its central portion, tympanitic towards the 
sternal end, and dull towards the acromial 
end In practice one usually sees the direct 
type of percussion used in a more or less per- 
functory manner with seldom any great 
amovmt of information obtained 
If the bone is to be percussed, the indirect 
method should be used It will be found then 
that the resonant portion can be accurately 
outlined and will vary characteristically when 
disease is present in the lungs beneath The 
resonant areas or clavicular bands are not 
truly central in location, but are to be found 
nearer the sternal end of the bones They 
show some variation in size and location in 
normal individuals but are symmetrically 
placed and equal in size in individuals with 
normal lungs and chest cage The bands in 
adults normally measure 4 to 6 centimeters 
and their percussion note is unmistakably 
resonant At the medial border the note 
changes to tympany, at the outer, to dullness 
In children the inner border frequently is 
much nearer the sternum than in adults and 
at times may be medial to the stemo-clav- 
icular Joint 
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The borders do not regularly coincide with 
the actual lung borders or the anterior bord- 
ers of Kroenig’s areas of reflected resonance 

Infiltration of the lung produces a narrow- 
ing or contraction of the band This contrac- 
tion occurs even if the infiltration is a con- 
siderable distance below the clavicle With 
dense infiltrations the resonance of the band 
becomes greatly reduced, however a contract- 
ed band of impaired resonance can still be 
identified Occasionally a slight decrease in 
resonance may appear near the border of 
the band as occurs m Kroenig’s sign Such 
slight changes are disregarded as the contrac- 
tion will still be pres§nt if the border is out- 
lined at the point where resonance entirely 
disappears 

Emphysema of the lung causes a widening 
of the band Here the median border moves 
inwards, at times even beyond the limits of 
the clavicle The outer border moves laterally, 
now including in the band part of the area 
usually dull The widening effect of emphy- 
sema is so well pronoimced that when infil- 
trations are present in an emphysematous 
limg the band will usually take the expan- 
sion of emphysema, rather than the contrac- 
tion of infiltration 

Widening of the band is also found in pneu- 
mothorax when the apex of the limg falls 
below the clavicle or puUs away from the 
anterior chest wall With less marked collapse, 
where lung structure Is stlU present above 
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the clavicle in apposition to the anterior chest 
wall, the band will show contraction 
Changes in the contour of the chest cage 
which accompany scohosis displace the bands 
but do not change their size Displacements 
occur outwards on the side showing promi- 
nence of the anterior ribs, and inwards on 
the opposite side where the ribs are flattened 
In percussion no great care need be exer- 
cised in the position of the patient, but the 
clavicles should not be forcibly elevated or 
pulled backward The pleximeter finger should 
be placed with firm pressure at right angles 
to the bone Percussion should start in the 
resonant portion and the borders sought by 


moving the fingers in either direction Ap- 
proaching the borders the pleximeter should 
be moved little by little by sliding the skin 
over the bone rather than by raising the 
finger from the surface of the skin As in all 
percussion, the strength of the blow is varied 
with circumstances and that blow used which 
seems most suitable for the particular patient 
Difficulty may be experienced at times with 
the right lateral border where in normal in- 
dividuals a shght percussion change is some- 
times found inside the true border Some dif- 
ficulty may also be experienced with the inner 
border in cases with sharply deviated trachea, 
where the contrast lies between resonance 



Clavicular hands shown as solid areas on clavicles 



Kroenig’s areas outlined by 

shown as solid areas on the clavicles The borders 
of the bands are usually found inside the prolon- 
gation of Kroenig’s lines 



FIGURE m 

Pneumothorax—shoiDing widening of clavicular 
^ ^ pand in complete pneumothorax 



figure rv 
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FIGURE V 

Dislocation of the clavicular hands in scoliosis 


and a more marked tympanitic note than Is 
usually present 

Occasionally large cavities have a tendency 
to widen the band Cases of pleural thicken- 
ing over the extreme apex, with but little 
subpleural infiltration, may not produce the 
expected contraction of the band Frequently 
the bands may widen slightly after expiratory 
cough and forcible respiration, so that when 
doubt is present it is wise to check the ex- 
amination again after auscultation 

In addition to the information elicited by 
the size of the band, clavicular percussion is 
of value in comparing the percussion note 
of the two lungs Here also indirect percus- 


sion should be used Small differences in re- 
sonance are readily recognized but as else- 
where the comparison should be made in cor- 
responding areas, preferably the center of the 
band 

Application Any procedure which assists in 
the recognition of infiltrations in the upper 
parts of the lung is of value in physical ex- 
amination It is to be regretted that the cur- 
rent medical literature seems more and more 
to preach the inadequacy of physical exam- 
ination in early pulmonary disease Possibly 
hurried percussion in noisy examining rooms 
explains the general lack of results from this 
time-tested procedure Adding clavicular per- 
cussion to the percussion of Kroenlg’s isthmi 
and careful percussion of corresponding areas, 
fewer infiltrations will pass unrecognized 
Percussion of the clavicles has been partic- 
ularly helpful in examining severely ill bed 
patients where the accessibility of the bones 
provides a great advantage over the awkward- 
ness of percussing the neck for Kroenlg’s 
borders In emphysema the sign brings to 
mind at once the condition of hyperventila- 
tion and points to the necessity of using signs 
and procedures possibly not common in rou- 
tine study In instituting a pneumothorax at 
home, where the fluoroscope is not available, 
the widening of the band signifying a success- 
ful apical coUapse is most welcome 

It is thought that the procedure described 
is of sufficient value that it could well be 
added to aU routine physical examinations of 
the lungs 


NOTICE 

The Annual Directory of the Amencan College of Chest 
Physicians containing the membership roster is now bemg 
prepared for the press. Changes m address and other 
corrections should be moiled to the executive offices of the 
College promptly 
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Medical Education^ 


The Conncil on tlnaergradnate Medical EdncaOon 
of the American CoUege of Chest Physicians met at a 
luncheon session at the Hotel Statler, Cleveland, Ohio 
June 1 , 1941 Dr Edward W Hayes, Monrovia, Cali- 
fornia, Chairman of the ConncU, presided, calling the 
meeting to order at one-thirty o’clock.— Ed 

Chairman Hayes 1 am 'sorry to start while 
you are eating, but unfortunately we were a 
little delayed In getting started with the 
serving, and if you will excuse me for calling 
you to order at this time, we shall proceed 
Needless to say, I am extremely happy, as 
Chairman of this Council, to see the fine 
turnout at this meeting 1 believe 1 have 
learned something today, that Is, that after 
this when I preside at a meeting, I shall make 
it clear that the speeches will be made by 
others than myself It seems to have worked 
very weU 

Some of you men have been listening to 
me talking on this subject for a good many 
years and my own remarks today are going 
to be brief 

I think all of you understand that one 
of the principle objectives of the American 
College of Chest Physicians is to bring about 
in the medical schools of the country con- 
ditions which will provide for a more satis- 
factory teaching of chronic diseases of the 
lungs, particularly tuberculosis The idea is 
to have this subject presented in such a way 
to the future doctor while he is still a stu- 
dent that when he goes out to practice medi- 
cine he will have a practical understanding 
of the facts that have to do with the diag- 
nosis of tuberculosis m its early stages and 
a knowledge of the principles involved in 
early and effective treatment of tuberculosis 
He will also understand the factors that have 
to do with the prevention of tuberculosis and 
because of this imderstanding and knowledge, 
he will be able and willing to take a leading 
part in putting these factors into effect 
I think most of you agree that the average 
medical graduate today does not possess this 
understanding or knowledge During the past 
five years, this Council has, at two different 
times, made a detailed study of the condi- 


♦Presented before the Seventh Annual Meeting 
of the American College of Chest Physicians, 
Cleveland, Ohio, June 1, 1941 
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tions under which chronic diseases of the 
lungs are taught in the medical schools 
throughout the United States It also has 
studied the report made by the Committee 
of the American Medical Association on their 
survey of the medical schools It is the 
opinion of the Council that there are not 
more than ten or twelve of the medical schools 
in this country that give the student a prac- 
tical working knowledge of tuberculosis If 
the student does not get this while he is in 
school, he has very little opportunity to ob- 
tain it after graduation In the institutions 
where internships are served, only one out 
of every twenty-four offers a tuberculosis 
service, and in some, at least of those places 
where such a service is offered, it is not very 
efficient 

In the absence of a specific for the treat- 
ment of tuberculosis, we have to depend 
upon an educational campaign in our ef- 
forts to control this disease In the past, 
this campaign has been carried on, for the 
most part, by the laity The medical pro- 
fession, except in the case of a few who either 
have had tuberculosis themselves or have had 
it occur in their families or who by chance 
have been brought into professional contact 
with the disease, has played a very minor part 
in the anti-tuberculosis campaign 

In other words, in the past we have had 
the cart before the horse, because we have 
failed to educate those who in turn should 
do the educating, smce we have failed to give 
the doctor in the making, a practical knowl- 
edge of tuberculosis 

It is not the thought of this CouncU that 
the students should be made specialists while 
they are in school but simply that they should 
be made tuberculosis conscious, so that they 
will know how to think and how to advise 
in regard to tuberculosis when they go out 
to practice medicine and can assume the 
leadership in the control of tuberculosis 
Again, it is not the thought of this Council 
that the medical schools in general should 
be asked to devote more time to the teach- 
ing of this subject, however, in a minor pro- 
portion of the schools, more time will have 
to be aUotted if the subject is to be handled 
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adequately What this Council does ask is 
that the time allotted to tuberculosis in the 
regular teaching schedule of the medical 
schools be used so that the subject will be 
presented to the student in a systematic and 
orderly manner This is not done in most 
schools at the present time and it is due 
largely to this lack of system in the way the 
subject matter of the course is arranged, as 
well as in the way it is handled by the in- 
structors, that the medical student falls to 
receive an adequate training 

I have asked some of the men who have 
been particularly interested in this subject 
and who are prominent teachers in this part 
of the country to speak to you briefly today 
and to tell you their experiences and their 
ideas I hope that when they have finished, 
we shall have time to have expressions from 
others of you who are here, as this Council 
is very desirous of obtaining your ideas on 
the work it is endeavoring to carry out We 
realize, of course, that the big problem is to 
have this schedule put into effect in the 
medical schools and I hope that if any of 
you have any suggestions for the solution of 
that problem, you will offer them to us at 
this time 

I am going to ask Dr George Ornsteln to 
open the discussion 

Dr George G Ornstein, New York, N Y 
Most faculties in arranging their curriculum 
are aware of the importance of teaching tu- 
berculosis, and yet they wUl limit the time 
for this important subject to a few hours in 
the third and fourth years The reason is a 
slhiple one There is too much subject mat- 
ter to cover in so short a period as four 
years and very little time can be allotted to 
the specialties Besides, medical schools be- 
lieve that their sole purpose is to prepare 
their students for entrance into medicine and 
surgery and their future development will de- 
pend upon training during internship and 
further postgraduate studies They also rele- 
gate the specialties entirely to postgraduate 
study and try simply to give their students 
a superficial concept of most of the special- 
ties 

Dr Hayes, the chairman on education, in 
teaching tuberculosis to the imdergraduate 
student, has worked very hard to improve 
such teaching He and the members of his 
Council have mapped out in detail a schedule 


for teaching, consisting of a minimum of 76 
hours or more, divided over a period of four 
years Such a schedule would be ideal I 
may state that in the medical schools in New 
York City they usually have a two-week elec- 
tive and all of the students do not elect to 
have it 

In one of the schools where I have been in 
charge of the teachmg of tuberculosis, the 
time allotment has been shortened from one 
morning every week of a trimester both in 
the third and fourth years, to a paltry twenty- 
four hours divided between the third and 
fourth year This change was a very inter- 
esting experience The school is a very pro- 
gressive one and has been constantly improv- 
ing these past five years As the school im- 
proved, there was less and less time for spe- 
cialties The men responsible for the curricu- 
lum were very fair and tuberculosis suffered 
no more than other major specialties Our 
problem then was to stimulate an interest 
in a complex subject like tuberculosis in the 
few hours allotted to us We experimented 
with our methods of teaching We found the 
student displayed no great Interest when we 
stressed early diagnosis, discussed history and 
physical findings, and displayed a few pa- 
tients and x-rays The students were atten- 
tive, but with the end of the course their 
Interest ceased We then decided to utilize 
the first 12 hours in the junior year by de- 
voting it entirely to pathogenesis We made 
certain that the students were acquainted 
with the complete pathogenesis of primary 
and reinfection tuberculosis We made cer- 
tain that they could identify the various forms 
in x-rays During this period we also made 
sure that each student could use a stethoscope 
and furthermore could interpret the sounds 
heard with the stethoscope Every minute of 
the 12 hours was utilized The slow students 
were urged to come one-half hour earlier 
than the class for special training in auscu- 
latlon 

The third year students could hardly wait 
to apply their knowledge on the wards in the 
fourth year We avoided selected clinics We 
worked from bed to bed The students worked 
up and presented their cases and we were 
able to cover about eight cases a morning 
and at the end of the 12 hours at least 32 
cases of tuberculosis were presented covering 
all phases of tuberculosis Students were 
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urged to read a great deal The course In 
the third and fourth years consists of four 
successive Mondays This fits in well with 
allotment of subjects for reading and de- 
bate We have stressed the fact that there 
is no unanimity of opinion and the students 
must decide for themselves which is the cor- 
rect opinion and were urged to formulate 
their own This In itself stimulated more 
reading 

We have carried on m the above manner 
for the past five years There has been a 
continuously growing interest in tuberculosis 
year by year The interest this year became 
so great that the junior class persuaded the 
faculty to allow them to have a clerkship for 
two weeks at Sea View Hospital during the 
summer months Fifty per cent of the stu- 
dents (forty in number assigned for this elec- 
tive course) elected to take the two- week 
clerkship, and the faculty is willmg to make 
it a permanent elective if it is successful 
this year We at Sea View promise you it 
wUl be successful 

For the present the important work of this 
Council is to see that tuberculosis teaching 
is a part of the program of every medical 
school Let us work out how Interest In tu- 
berculosis can be stimulated in a small parcel 
of time Let us try to stimulate the student 
to desire the experience of a clerkship in 
the local sanatorium Let us also stimulate 
both local and distant sanatoriums to open 
their doors to the undergraduate medical stu- 
dents for further education in the form of 
clerkships during the vacation period between 
the third and fourth years This teaching 
at the sanatorium could be worked out under 
the guidance of the medical school It is my 
impression that we might be more success- 
ful In persuading the medical student to give 
us this extra curriculum time 

Chairman Hayes Thank you very much. 
Dr Omstem I am going to ask Dr Ralph 
Matson to continue the discussion 

Dr Ralph Matson, Portland, Oregon I must 
say that I feel very grateful to Dr Hayes 
and to the members of this Council because, 
as a member of the curriculum committee 
of the University of Oregon Medical School, 
one of the duties assigned to me by the rest 
of the committee was to break down the hours 
devoted to tuberculosis 

AS a matter of fact, I have forgotten the 


exact number of hours which were your maxi- 
mum but we have gone four hours over that 
Chairman Hayes 186 is the maximum num- 
ber of hours 

Dr Matson How we have gotten these ad- 
ditional hours I cannot explain, but one of 
our problems was to get the bacteriological 
department and the pathologists to outline 
the details of what they were teaching I 
mean to say, that it was not sufficient for 
them fo say that they gave a course on it, 
they had to outline every detail of It, how 
it was earned out and to what it was devoted 
in the first year, hour by hour 
Then In pathology, we found that one of 
the pathologists would be teaching one classi- 
fication and another would be teaching an- 
other, so I gave them Goldberg’s book and 
It was adopted Then in the third year, the 
class is broken down into groups They go 
into the out-patient clinics All this teaching 
is done in the new State University Tubercu- 
losis Hospital where we have a very large 
medical amphitheatre which accommodates 
the entire class and a surgical amphitheatre 
which accommodates half the class I have 
the senior class for one hour throughout the 
entire year 

My responsibility is to the senior class, 
however, I am responsible for the entire 
course in tuberculosis 
The senior attendance is compulsory The 
students are very carefully checked to note 
that we have 80 per cent attendance for these 
hours 

In the third year, the classes are broken 
into groups for clinical purposes, and the same 
in the senior year There are also two elec- 
tive courses, one on medical aspects and one 
on surgical aspects It is our Idea that the 
students will have complete visualization of 
the various surgical procedures and the stu- 
dents are compelled to attend They win see 
at least one of every type of operation which 
is done The out-patients’ clinic is also m this 
hospital and there they have abundant ma- 
terial and time to work with these out- 
patients They are also engaged in the follow- 
up and social service work 
I don’t think there is any more that I can 
say on the subject 

Chairman Hayes I should like to have you 
say a word, Dr Matson,. If you will, on how 
adaptable you feel the schedule published last 
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year by this Council may be to any particular 
medical school, inasmuch as you have studied 
it in detail 

I have studied it I turned the recommen- 
dations of your Coimcil over to the curricu- 
lum committee and they studied it at length 
in my absence, and it ■was accepted I see 
no reason why any medical school could not 
adopt the program that you have offered 
There are going to be some fights in the de- 
partments of bacteriology and pathology, 
they may have their uwn ideas, but I think 
it could be worked out 

Chairman Hayes Thank you very much. Dr 
Matson 

I appreciate hearing from Dr Matson He 
is one of the teachers who took our schedule, 
even before it was published, and I think he 
has made a very serious effort to put it mto 
effect in his school I am particularly happy 
to have him here and to have him tell us 
about it at this time 

I do not want to talk too much, but I wish 
to express one or two ideas of the Council 
Dr Matson mentioned the fact that he met 
the senior class throughout the year The 
Council feels that. Inasmuch as tuberculosis 
is a chronic disease, it is not a disease of a 
few days or a few weeks, but is a disease of 
months and years Therefore, in order to 
teach it effectively, the course should ex- 
tend throughout the year As you know, dur- 
ing the course of tuberculosis, there are many 
unexpected changes that take place, and, in 
order to have the students understand and 
appreciate these changes, they must have an 
opportunity to follow the patients along 
through the course of the disease from the 
beginning to the end if possible 

Again, if we are to teach tuberculosis ef- 
fectively in the medical schools, we must have 
proper teaching material According to our 
survey, a good many schools do not provide 
this In addition, we must have teachers who 
are capable and willing to teach Dr Zapffe, 
the secretary of the Association of Medical 
Schools, is interested in the work of this 
Council In my talk with him he expressed 
deep Interest He said that in his work there 
is one thing he cannot do, that is, he cannot 
make teachers 

Dr Raymond C McKay of Cleveland will 
speak now 

Dr Raymond C McKay, Cleveland, Ohio 


My special mterest in this subject began about 
four years ago -with the observation that the 
Interns who passed through our hospitals 
showed, in my opinion, an amazing lack of 
the modem concepts of tuberculosis, not only 
in regard to the ordinary clinical aspects of 
pathogenesis, diagnosis, and treatment, but 
also m regard to the public health and patho- 
logical aspects 

That observation, I think, is unusually sig- 
nificant m view of the fact that our institu- 
tion has each year about forty new interns, 
who, over a five-year period, have represented 
some forty-five of the Class A medical schools 
Moreover, our intern committee assured me 
that the men selected had all come from the 
upper third of the class in their respective 
schools so that I thought I had a fairly good 
sampling of what was not being accomplished 
In the teaching of tuberculosis throughout 
the country At first I had what I think now 
is a rather foolish idea that it might be pos- 
sible for some national organization such as 
this one, or the National Tuberculosis As- 
sociation, to bring some pressure to bear upon 
medical schools, but after a number of con- 
versations with older and wiser heads I have 
been convinced that medical school faculties 
are not very amenable to coercion, and I 
have come to the conclusion that the real 
solution of the problem lies in continuous ef- 
forts on the part of such organizations as 
this to educate the educators I should add 
that I thmk real progress is being made, and 
that the men who come to us today are bet- 
ter prepared m tuberculosis than were those 
of four years ago 

With regard to our ovm problem in Western 
Reserve University, our situation, I think, is 
a little different from that which Dr Hayes 
described for the average medical school I 
don’t believe that we have enough time de- 
voted to tuberculosis I am well satisfied with 
their preliminary instruction in pathology 
and bacteriology, but the time allotted to the 
teaching of clinical tuberculosis is limited to 
a series of lectures totalling about fourteen 
hours, in the third year, plus four or five 
hours in chest surgery, and a total of about 
eight hours for clinics, given to small groups 
in the fourth year I don’t think that is 
enough time What distresses me most of all 
is that we have as rich teaching material, 
easily and conveniently available, as I could 
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well imagine What I would like to accom- 
plish Is to get the continuous, undivided at- 
tention of our senior students, for even so 
short a period as one entire week I 
think if they could be made to think about 
tuberculosis and its problems consecutively 
for even a few days they would absorb a great 
deal more than they do now when they think 
about tuberculosis for one hour, and then 
forget it for a week and then think about 
it for another hour, and so forth 

You might be interested in this story One 
of our residents, whose education had been 
obtained in a well-known teaching hospital 
associated with a prominent southern uni- 
versity, remarked that he had always thought 
that his hospital could hold its own with 
the rest of the world in practically every 
branch of medicine and surgery, but he had 
to confess that he was ashamed of the way 
they handled tuberculosis I think that If we 
could succeed in getting such a conception 
into the consciousness of medical students 
generally, perhaps they could exert more ef- 
fective coercion on the medical faculties than 
can be imposed upon them from the out- 
side 

Chairman Hayes Thank you very much. Dr 
McKay 

The Council realizes that it is a delicate 
proposition to approach medical school fac- 
ulties on this particular subject It also 
leahzes, however, that if we do not start, we 
shall never get anywhere Now that we have 
made a start. If we continue our efforts and 
keep hammering away, we shall eventually 
accomplish our purpose It may take a long 
time, but the Council believes that the re- 
sults obtained in the end will be worth the 
effort 

In regard to interns, you know that we 
have about 130 interns m the Los Angeles 
General Hospital, and it has been my privi- 
lege to work with those men and women for 
the past twenty years They come from all 
over the United States and they are a select 
group of medical graduates It wsis through 
working with these interns that the feeling, 
which I have had since I was a medical stu- 
dent myself, that something should be done 
to improve the teaching of chronic diseases 
of the lungs In the medical schools, was great- 
ly enhanced Dr Kupka, here, who is now 
on the staff of the Los Angeles General Hos- 


pital, shares that same feeling 

I wager to say there Is not a teacher here 
that has not had the experience of having 
his students say to him that he tells them 
something that Is entirely different from what 
some other teacher In the same school has 
told them That Is due to lack of system 
What we need Is system In the presentation 
of this subject 

We have a few minutes left I want to 
hear from you men 

Dr Aaron Keintgsherg, Chicago, Illinois It 
has not been so long since I sat on the 
benches of a medical school so that I can 
still remember the difficulties students have 
in acquiring some knowledge of tuberculosis 
The comments which you made are only too 
true It is not only that medical students 
are not given enough time In tuberculosis, 
but they are also given a great deal of mis- 
information both as to the symptoms and 
the physical findings of this disease As re- 
cently as 1935 Norris and Landis in their 
textbook on diseases of the chest presented 
a series of fifty cases of tuberculosis in which 
the authors stated that nearly seventy per 
cent of the cavities were diagnosed by the 
presence of tympany The more recent edi- 
tions of this book have been improved but 
unfortunately many textbooks on medicine 
or physical diagnosis still present to the medi- 
cal student and practitioner the myths which 
have descended from the time of Auenbrugge 
and Laennec The same thmg Is true for the 
teaching of the symptoms of tuberculosis 

I was at Oakdale when Dr Peck started 
a course in tuberculosis for medical students 
attending the University of Iowa and I can 
recall some of the difficulties we encountered 
at that time It is not only Important that 
more time should be allotted to tuberculosis 
In the curriculum, but either phthisiologists 
should do the teaching, or those professors 
of medicine who lack extensive practical ex- 
perience In this field should themselves first 
learn the modern concepts of tubercidosls 
before trying to teach this subject 

About a month ago I was present at a hos- 
pital staff conference in Chicago when the 
problem of tuberculosis in pregnancy was dis- 
cussed Except for the taking of heart tones, 
I am convinced that a stethoscope m the 
hands of an obstetrician is a dangerous 
weapon Many of the men at the confer- 
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ence still believed that most cases of tuber- 
culosis could be diagnosed by physical ex- 
amination alone, no matter what the stage 
of the disease I can still recall my experi- 
ences with the routine re-examinatlons of 
patients as an intern on the tubercuiosis ser- 
vice at Cook County Hospital The majority 
of these patients had been in the institution 
for many months with moderately advanced 
and far advanced pulmonary lesions Month 
alter month the interns who preceded me 
had aU found and recorded similar abnormal 
physical findings which were consistent with 
the x-ray films But when I examined the 
same patients, much to my chagrin I was 
able to elicit few or no abnormal findings 
despite x-ray evidences of extensive disesise 
In an attempt to conceal what I thought was 
lack of skill on my part and to show that 
I was as competent an examiner els the others, 
I would write on the histories the same physi- 
cal findings apparently foimd by my prede- 
cessors Of course all of us here realize that 
aU too frequently advanced pulmonary dis- 
ease may occur in individuals presenting few 
or no abnormal physical findings but for some 
reason this important fact is not stressed by 
the teachers in the medical schools The stu- 
dents, therefore, become confused when the 
physical findings fail to conform to the 
lesions seen on the x-rays 
I think it would be advantageous to ask 
Dr Peck about the program for teaching tu- 
berculosis which he has initiated at Oakdale 
where senior medical students receive a two 
weeks’ course I have talked with some of 
these students and they have Informed me 
that they consider this short course to be of 
more practical value than many other and 
longer courses which they have taken during 
their four years of medical school This is 
because these students have an opportunity 
not only to acquire some knowledge of ab- 
normal physical findings, but also, and of 
equal importance, to learn the limitations of 
auscultation and percussion In addition, the 
students themselves soon realize that a sound 
training in the fundamentals of pulmonary 
tuberculosis provides an excellent foundation 
for the study of all chest diseases 
I am sorry to have taken up so much time 
but I feel very strongly about the whole 
problem of tuberculosis teaching In the medi- 
cal schools 


Chairman Hayes Thank you, Doctor I as- 
sure you that you hit a chord there to which 
we are all very responsive when you spoke 
about the internists Dr Peck, would you like 
to speak for a few moments and tell us about 
what you are doing at Iowa University? 

Dr John H Peck, Oakdale, Iowa In our 
rather extensive experience with undergradu- 
ate teaching, we have discovered that the 
average medical student has acquired numer- 
ous misconceptions from various departments 
in the medical school regarding tuberculosis 
as a clinical entity When senior students 
come to our sanatoriiun for a two weeks’ 
clinical clerkship, we find it necessary to 
review their fimdamental knowledge of tu- 
berculosis and assist them in correcting this 
misinformation Doctor Ornstein has appar- 
ently had the same experience 
The students are in residence at the sana- 
torium a total of eighty or ninety hours, thus 
presenting an unusual opportunity for inten- 
sive instruction in small groups in the class 
room, in addition to demonstrations on the 
wards and in the laboratories During after- 
noon rest hours, when we insist that the pa- 
tients not be disturbed, is a fine time to use 
for didactic teaching We aim to impress stu- 
dents with the conception that tuberculosis 
is a disease with complex manifestations and 
variations, and apparently they obtain an 
entirely new and rational viewpoint, leading 
to a better understanding of the disease, par- 
ticularly the pulmonary type 
We thus are able to train students to at- 
tempt to correlate all the evidence obtainable 
by themselves and from the clinical records 
Finally, they really appreciate the fact that 
tuberculosis Is stlU a common disease, that 
frequently it is not easy to recognize and 
often difficult to treat It seems to me that 
we are attaining reasonable success in our 
program of undergraduate instruction 
Chairman Hayes Thank you. Dr Peck We 
have a little time remaining, and I should 
like to hear from some of the rest of you 
Dr Maurice Kovnat, Staten Island, New 
York As a body representing the important 
specialty of chest diseases, the College should 
formulate Its program of medical school edu- 
cation to include all pulmonary diseases and 
not limit Itself to tuberculosis It should spe- 
cifically enumerate the schedide for the 
teaching of these subjects In the medical 
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school cuiriculum Many of them, though 
very Important, are at present only glossed 
over, some of them, the medical students 
do not even hear mentioned It Is our duty 
to see that they are all given their rightful 
place in the teaching of medicine No other 
agencies specifically concern themselves about 
this We are the guardians of these stu- 
dents To list only a few, pulmonary neo- 
plasm, fungus pulmonary diseases, bronchi- 
ectasis, empyemata, pulmonary infarction, 
pulmonary abscess, acute respiratory infec- 
tions, bronchial stenosis, bronchial foreign 
bodies, pulmonary circulatory derangements, 
cystic diseases, pneumoconiosis, emphysema, 
atelectasis diseases of the mediastinum and 
pleura, etc , etc 

As regards tuberculosis, any program the 
College sponsors should be based on the well 
established principles that 

1) The tuberculosis control problem will 
only be solved when (a) the open case is dis- 
covered and Isolated, and/or converted to 
a closed case, and (b) the early case Is dis- 
covered and adequately treated to prevent 
Its becoming an open case 

2) The general practitioner is the keystone 
in the problem of tuberculosis control 

Based on these principles, the aim of any 
program the Council formulates should be 
to create a constant awareness on the part 
of the medical student just as soon as he 
assumes the responsible role of practitioner, 
to the possible existence of the disease of 
tuberculosis No amount of time spent in 
learning tuberculosis in medical school can 
make a speciahst or even an adequate healer 
of tuberculosis of the medical student On 
the other hand, only a relatively short period 
of intensive, practical, close clinical contact 
with all the aspects of the disease, given 
late in his medical course, such as living in 
a tuberculosis hospital or sanatorium, will be 
necessary to create this attitude of aware- 
ness to the disease on the part of the student 
When he becomes a practitioner, he will have 
developed a proper respect for this dreaded 
disease With the aid of the specialist, with- 
out whose help he can never hope adequately 
to master the disease, any more than a deck- 
hand can sail a ship through treacherous wa- 
ters, he will ultimately conquer the disease 
tuberculosis 

In summary, the College should sponsor 


a medical school program to include all pul- 
monary diseases As regards tuberculosis, 
short practical courses in a hospital or sana- 
torium, directed to the senior students that 
would create a constant awareness of the 
disease, are preferable to detailed didactic 
courses or lectures They should be properly 
prepared to detect tuberculosis and other 
chronic diseases of the chest when they go 
out into private practice 

Dr Arthur Q Penta, Schenectady, Neio 
York The American College of Chest Phy- 
sicians should be congratulated for establish- 
ing this highly Important Council on medical 
school education Dr Edward W Hayes and 
his co-workers deserve much credit for the 
splendid work that they have done Prom my 
observation during the past ten years, it is 
with regret when I tell you that a large 
measure of the success in the fight against 
tuberculosis has not been due to the activity 
and leadership of the medical profession, but 
rather to the many campaigns sponsored by 
various civic organizations In part, this situ- 
ation has been brought about by Inadequate 
emphasis and a lack of Interest in the teaching 
of tuberculosis m our medical schools There 
are many men today In the field of general 
medicine who do not realize their responsi- 
bility to the community m the management 
of patients suspected of being tuberculous, 
nor do they fully realize the potential danger 
to the community which may result from the 
neglectful management of chronic open cases 
of tuberculosis 

At Temple University Medical School, un- 
der the able teaching of Dr A J Cohen, the 
students are given a thorough course in all 
phases of tuberculosis Several years ago, the 
progressive dean of the medical school, Dr 
W N Parkinson, realizing the importance and 
the difficulty so often encountered in the dif- 
ferential diagnosis of chronic pulmonary dis- 
eases, Instituted a short course on the mycotic 
and chronic bacterial pulmonary infections to 
be given in conjunction with the course in 
tuberculosis Today, the graduates of Temple, 
although tuberculosis conscious, realize the 
close resemblance of this type of Infection 
with that of other pulmonary conditions and 
have been taught not to delay in carrymg 
out diagnostic procedures extremely essential 
in establishing a definite diagnosis 
Previous speakers have already emphasized 
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th6 need of conipotcnt tcB-clicrs to conduct 
the teaching of tuberculosis In our medical 
schools This is a very important point and 
one in v?hich the CoUege, through this ex- 
cellent Council, should contact the deans of 
the medical schools and offer suggestions re- 
garding the proper method of teaching this 
very important subject 

Mr Chairman, I wish to thank you for the 
courtesy extended to me to take part in this 
discussion 

Chairman Hayes Thank you, Dr Penta 
Our time is up, unless someone has something 
special to say 

As I said a little while ago, our Council 
was very much encouraged by the fact that 
Dr Ralph Matson asked for our schedule even 
before it was published We have been fur- 
ther encouraged by a number of other schools 
writing in during the past year and asking 
for the schedule, and assuring us that they 


■were desirous of putting it into operation, 
as far as possible, in their institutions 
We have had another very encouraging 
move As I told you last night, as Chairman 
of this Council, I have been asked to go to 
Richmond, Virginia, in October to talk at 
the Annual Meetmg of the Association of 
Medical Colleges on the subject of teaching 
tuberculosis The Council is very happy about 
this, because we feel that it is a step in the 
advancement of this program 
1 •wish that you people would think about 
this, and send me any suggestions which you 
may have that might be incorporated into the 
talk to the medical deans at their Annual 
Meeting in Richmond 
If there is nothing else, I want to express 
my appreciation to the men who talked and 
to aU of you who have come here today 
Thank you very much 

Adjourned at two -thirty p m 


♦ ♦ 


Organization News 


COUNCIL ON UNDERGRADUATE 
MEDICAL EDUCATION 

Dr E W Hayes, Monrovia, California, 
Chairman of the Council of Undergraduate 
Medical Education of the American College 
of Chest Physicians, has recently mailed letters 
to the Deans and Heads of Departments of 
Medicine in each of the accredited medical 
schools in this country and Canada, as weU 
as to the Governors, Regents and officers of 
the state and district Chapters of the College, 
in connection ■with a concerted campaign to 
improve the teaching of tuberculosis and 
other diseases of the chest in the medical 
schools 

The July issue of the Journal of the Associa- 
tion of American Medical Colleges published 
an address made by Dr Hayes entitled “The 
Teaching of Tuberculosis” which he presented 
before the Fifty-Second Annual Meeting of 
the Association of American Medical Colleges 
at Richmond, Virginia, October 27-29, 1941 
Reprints of this talk may be obtained by 
writing to the Executive Offices of the College 
at Chicago 


Dr W W Chrlsman, Macon, Georgia, a 
Fellow of the College, was elected president 
of the Eighth District Medical Society of 
Georgia Dr Chrisman was also appointed as 
a member of the Industrial Health Committee 
of the State Medical Society 


Dr Carl C Aven, Atlanta, Georgia, a FeUow 
of the College, was named Chairman of the 
Tuberculosis Committee and Chairman of the 
Committee on Revision of Pharmacopeia of 
the Georgia State Medical Society 


Dr J Cox Wall, Eastman, Georgia, a Fellow 
of the College, was elected as Vice-Councilor 
for the Third District of the Georgia State 
Medical Society He was also appointed as 
Fraternal Delegate to the South Carolina State 
Medical Society 


Dr J C Metts, Savannah, Georgia, a Fel- 
low of the College, is serving as a member 
of the State Board of Health for the First 
District 
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Dr Carl O Schaeffer, Racine, Wisconsin, 
Governor of the College for Wisconsin, read 
a paper before a special meeting of the Ra- 
cine County Medical Society held at Sunny 
Rest Sanatorium on June 17th Dr Schaeffer 
spoke on “Artificial Pneumothorax at Sunny 
Rest ” 


Dr W P Harbin, Jr, Rome, Georgia, a 
Fellow of the College, was appointed a member 
of the Committee for the Abner Wellborn 
Calhoun Lectureship of the Georgia Medical 
Society He was also appointed as a member 
of the State Board of Health for the Seventh 
District 


DR STUBBS HONORED 
Dr Frederick D Stubbs, Philadelphia, Penn- 
sylvania, a Fellow of the College, delivered 
the Third Annual Oration on Surgery before 
the Annual Meeting of the National Medical 
Association held at Cleveland, Ohio, August 
17-21 Dr Stubbs spoke on “Fundamental 
Physiological Concepts Underlying Major Sur- 
gery of the Chest ” 


Dr Karl Pfeutze, Cannon Falls, Minnesota, 
a Fellow of the College, discussed “The Im- 
portance of Early Diagnosis and Treatment 
of Tuberculosis” before a meeting of the 
Rochester Klwanis Club, Rochester, Minne- 
sota 


Dr W E Overcash, formerly of Southern 
Pines, North Carohna, a Fellow of the College, 
has opened offices in Roanoke, Virginia 


Dr John S Packard, Allenwood, Pennsyl- 
vania, a Fellow of the College, has been elected 
as President of the Montour County Medical 
Society 


Dr Oren A Beatty, Glasgow, Kentucky, a 
Fellow of the College, has accepted the ap- 
pointment as medical superintendent of the 
Richland County Tuberculosis Sanatorium, 
Mansfield, Ohio 


Dr F H Alley, Oakville, Tennessee, an As- 
sociate Member of the College, is at present 
located at the Victor C Vaughn House, Ann 
Arbor, Michigan 


IN MEMORIUM 

It now becomes our sad commitment to 
pause in solemn reverence In the observance 
of those of our members who have departed 
this life during the past year May their deeds 
and accomplishments stand firmly emblazon- 
ed upon the rustless shields of service, and 
may their souls rest in peace within the sa- 
cred walls of Valhalla Sharply chiseled into 
those ageless stone slabs of posterity, we find 
the names of 

Dr S P Bittner, Glendale, California 
Dr Warren C Breidenbach, Dayton, Ohio 
Dr Seymoui Cohan, Chicago, Illinois 
Dr Charles DeWltt Colby, Asheville, N C 
Dr Charles A Dukes, Oakland, California 
Dr Andrew Peters, Springfield, Mass 
Dr LeRoy S Peters, Albuquerque, N M 
Dr William J Ryan, Pomona, New York 
Dr Leon Shulman, Los Angeles, California 


PENNSYLVANIA CHAPTER TO MEET 
The Pennsylvania Chapter of the American 
College of Chest Physicians will hold their 
annual meeting at Pittsburgh, Pennsylvania, 
on Sunday and Monday, October 4 and 5 The 
annual banquet will be held Sunday evening, 
October 4, and the scientific program will be 
presented Monday morning, October 5 
An Interesting program has been prepared 
for this meeting and all members of the Col- 
lege in Pennsylvania and in the surrounding 
states are invited to attend this meeting For 
reservations and other Information pertain- 
ing to the meeting, kindly communicate with 
Dr Edward Lebovltz, Secretary-Treasurer, 
Pennsylvania Chapter, 412 Jenkins Building, 
Pittsburgh, Pennsylvania 


ERRATUM 

In the paper entitled “The Diagnosis and 
Treatment of Chronic Perennial Asthmatics” 
by Drs Alexander, Julian A , and Beatrice E 
Sterling, Philadelphia, Pennsylvania, publish- 
ed in Volume VHI, No 7, July, 1942, issue of 
the journal, page 202, (P D Co ) should be 
placed after “(b) stock special catarrhal vac- 
vine ” This was placed in error after “(c) dust 
extract from specific environment Ed 


Dr Frank Seligson, Glencliff, New Hamp- 
shire, a Fellow of the College, has accepted 
a position as resident physician at the Edward 
Sanatorium, Naperville, Illinois 
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New Members Admitted to the American College of Chest Physicians 
Smce the Pubhcation of the 1941 Pneumothorax Directory 


FELLOWS 

Amaral Francis M , Point Loma, California 
August,’ Myron, Cleveland, Ohio 
Aycock, George F , Denver, Colorado 
Banquer, Jacob E , Boston, Massachusetts 
Barnwell, John D , Honolulu Hawaii 
Bell Robert G , Ottawa, Hlinois 
Belrnont, M , Youngstown, Ohio 
Benedict, Mitchell M , Yonkers, New York 
Berlager, Lester E , Camp Claiborne, Louisiana 
Blum, Milton, Jersey City, New Jersey 
Boots, Edmund C , Pittsburgh, Pennsylvania 
Borshaw, Hyman Jersey City, New Jersey 
Bortone, Frank Jersey City, New Jersey 
Bowers, Bema T , Panama Canal Zone 
Brachman, David S , Detroit, Michigan 
Brahdy, Leopold, New York, New York 
Brock, Benjamin L , Waverly Hills Kentucky 
Brownstone, Sidney, Clear Lake, Iowa 
Cahill, John D, Bronx, New York 
Caplovltz, Harry, Houston, Texas 
Castellano, Martin, Verona, New Jersey 
ChadMrtck, Leon A , Middle Grove, New York 
Cherry, Homer H , Patterson, New Jersey 
Chester, William P , Detroit, Michigan 
Christiansen, James N , Cincinnati, Ohio 
Clarke, Norman E , Detroit, Michigan 
Cooney, James P , Ancon, Canal Zone 
Cox, Seth L , Seattle, Washington 
Crawford, Paul M , West Point, New York 
Crawford, William G , Terre Haute, Indiana 
Curtis, George M .Columbus, Ohio 
Davlgnon Alvah R , Albany, New York 
Dayton, Theodore R , Wallingford, Connecticut 
de Savltsch, Eugene, Washington, D C 
DImon, James W W , Utica, New York 
Duncan, Robert E , Washln^n, D C 
Dunham, Royal W , Ottawa, Illinois 
Farinas, Pedro L , Havana, Cuba 
Fink, Ira, New York, New York 
Foreman, Walter A , BrookvlUe, Indiana 
Forsee, James H , Washington, D C 
Foster, John V , Jr , Harrisburg, Pennsylvania 
Foucar, Frederick H , New York, New York 
Franklin, Daniel, Fort Knox, Kentucky 
Fredd, Harry, Brooklyn, New York 
Freer, Arden, Washington, D C 
Garcia, David E , Hato-Rey, Puerto Rico 
Garcla-Rosell, Ovldlo, Lima, Peru, S A 
Gaynor, John S , Wheeling, West Virginia 
Gelenger, Stephen M , Flint, Michigan 
Godreau, Miguel F Ponce, Puerto Rico 
Gollnvaux, Cletus J , Monroe, Michigan 
Goodrich, Benjamin E , Detroit, Michigan 
Gordon, Douglas R , Newburgh, New York 
Gorlin, Philip S , Richmond Hill New York 
Gould, Arthur A , Los Angeles, California 
Grady, Henry W Fort Benning, Georgia 
Greene, Norbert S , BrecksvlUe Ohio 
Grow, John B , Denver, Colorado 
Halnlen, Edgar W , Mt Morris, New York 
Hardaway Robert M , Fort Bliss, Texas 
Harrison, Harlon W Shreveport Louisiana 
Hart, John C , Pearl Harbor, Hawaii 
HastlngSj^De Forest R Minneapolis, Minnesota 
Heaton, Thomas G , Halifax, N S , Canada 
Hellweg, Charles E Chandler Arizona 
Heinrich, J Fuhrman, New York New York 
Hellstrom, Lillian H , New York, New York 
Hochberg, Lew A , BrooUyn, New York 
Holcomb, Frederick W , Kingston New York 
Holmes, Arthur E, Lancaster Pennsylvania 
Howes, Willard B Detroit. Michigan 
Hurst, Allan, New York, New York 


Iwanga, Barney N , Honolulu, Hawaii 
Jacobson, Joseph J Edngston New York 
Johnson, Hollis E , Nashville, Tennessee 
Kanable, Holcombe R , Basin, Wyoming 
Kastenbaum, Charles C , New York, New York 
Keller, Paul E , Fort Douglas, Utah 
Kelly, Vlr^ L , Beckley, West Virginia 
Kenler, Maurice D , New Bedford, Massachusetts 
Klessling, Charles E , Newark, New Jersey 
Kilpatrick, Elmer M , Columbus, Ohio 
Kinsella Thomas J , Minneapolis, Minnesota 
Kinsey, Harold I , Toronto, Ontario, Canada 
Klupt, Robert L , Brooklyn, New York 
Kohl, Harold W , Tucson, Arizona 
Kress, Milton B , Towson, Maryland 
Laney, Ronald L , Marionvllle, Missouri 
Lang, John G , New York, New York 
Larson, Swen L , Elmira, New York 
Ledbetter, Abbe A , Houston, Texas 
Levin, Oscar S , Denver, Colorado 
Llchtenberg, Walter, Fort Niagara, New York 
Lingenfelter, Paul B Clinton, Oklahoma 
Liston, David E , Washington, D C 
Loesch, John, Oneonta, New York 
Lustok, Mlscha J , El Paso, Texas 
Lyght, Charles E , Northfleld, Minnesota 
Maclnnls, Donald F , Pontiac, Michigan 
Marcotte, Oliver, Detroit, Michigan 
Marietta, Shelley U, Washington, D C 
Mastellari, Amadeo V , Panama City, Rep of 
Panama 

Matturl, Dominick A , Jersey City, New Jersey 
McClellan, Gustave L .Detroit, Michigan 
McHugh, Michael J , Weston, Ontario, Canada 
McSween, John C , Pensacola, Florida 
Mehmert, Henry E , Chicago, Hlinois 
Miller, Arthur F , KentviUe Nova Scotia, Canada 
Moore, Clarence E , Harrlsburgh, Pennsylvania 
Nlmltz, Herman J , Cincinnati, Ohio 
Nojlma, Klmi, Honolulu, Hawaii 
Passalacqua, Luis A , Ponce, Puerto Rico 
Pirkle, Hubert B , Rockville, Indiana 
Pollard, Albert J , Harlingen, Texas 
Pollock, William C , Denver, Colorado 
Pou, Jaime F , Santurce, Puerto Rico 
Pratt Lawrence A , Atlanta, Georgia 
Ramsaw Allan B , Springfield, Missouri 
Reed, William A , Burton, Ohio 
Rest, Arthur, Splvak, Colorado 
RIcen, Edgar, Washington, D C 
Ringo, Hugh F, Montreal, Wisconsin 
Rlsch, Otto C , New York, New York 
Roberto, Romeo Yonkers, New York 
Roberts, Edwin H , Camp Forrest, Tennessee 
Rodgers, William H. Philadelphia, Pa 
Rosen. Charles S , St Louis, Missouri 
Rosenbaum, Louis, New York New York 
Rosenblatt, Milton M , New York, New York 
Samson, Paul C , Santa Barbara, California 
Sayago, Gumerslndo, Cordoba, Argentina, S A. 
Schrlre, Theodore, Capetown, South Africa 
Schupmann, Martin A, Chicago, Hlinois 
Seelig, Charles A , New York, New York 
Serra, Lawrence M , Baltimore, Maryland 
Shaffer, Stanley N , Forest Hills, New York 
Smith, Howard E , Austin, Texas 
Smith, Leslie B , Weatherford, Texas 
Smith, Wiley R, Knoxville, Tennessee 
Spalding WUUam C , Fort Rosecrans, California 
Sparer, Phineas J , Washington, D C 
Speidel, Glenn P Providence, Rhode Island 
Stelman, Henry H Buffalo, New York 
Tempel, Carl W, Washington, D C 
Thomas, Clarence S NashvlUe, Tennessee 
Thompson, Samuel A , New York, New York 
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Thompson, William L , Washington, D c 

Buenos Aires, Argentina, 

Vac(^rraza, Raul P , Buenos Aires, Argentina, 

Vaccarezza, Rodolfo A , Buenos Aires, Are s A 
Van Deventer. William C , Long Beach C^lfonila 
Wakeley, William E, East Orange, New Jersey 
Waldron, George W , Houston, Texas 
Wanninger Horace, Richmond, Indiana 
^tson, Allan R , Eureka, CahfomJa 
Reeling, Wimam B , Windber, Pennsylvania 
\mtemam Neville C , New York, New York 
Wittlch, Frederick W , Minneapolis, Minnesota 
Wolf, John G, Pueblo, Colorado 
Woodson, Turner A , Waverly Hills, Kentucky 
Young, Charles T , Honolulu, Hawaii 
Zizmor, Judah, New York, New York 


ASSOCIATES 

Ackerman, Frederick F, Fort Douglas, Utah 
Agar, John S , Little Rock, Arkansas 
Alley, Franklin H, Oakville, Tennessee 
Ayers, Lloyd R , Kelly Field, Texas 
Bagby, Bathurst B , Brook HIU, Virginia 
Beelman, Floyd C , Topeka, Kansas 
Beloff, Harry, Philadelphia, Pennsylvania 
Bolker, Abraham, Brooklyn, New York 
Borchardt, Paul R , New York, New York 
Bowers, George S , Denver, Colorado 
Brotman David M , Chicago, Illinois 
Brown, Florence A , Portland, Oregon 
Bruhl, Charles K , St Louis, Missouri 
Caldwell, David M , Pittsburgh, Pennsylvania 
Campos, Teodosio V , Havana, Cuba 
Carter, Arthur C , South Dartmouth, Mass 
Centrana-olo, Antonio A , Buenos Aires, Arg , S A 
Challen, Alice A , Buffalo, New York 
Chang, M Leon, Hilo, Hawaii 
Chernoff, Arthur H , Camp Edwards, Mass 
Chett, Nicholas J , Shoemaker svUle, Pa 
Childs, Edgar S , Honolulu, Hawaii 
Cohen, Samuel C , Milton, Mass 
Cohen, Seymour J , Chicago, Illinois 
Combs, Stuart R , Terre Haute, Indiana 
Conlogue, Everett F , Oakville, Termessee 
Cooper, Franklin B , Oakmont, Pennsylvania 
Cooper, James R , Richmond, Indiana 
Davis, Paul V , Brldgton, Maine 
de Bustamante, Orifilio Suarez, Havana. Cuba 
de Guevera, Alberto Ladron, Guadalajara, Jalisco, 
Mexico 

del Arco, J Gonzalo Preile Nunez, Guayaquil, 
Ecuador, S - A 

de Lorlmer, Alfred A , Washington, D C 
Diamond, Sidney, Jamaica, New York 
Donaldson, James M Jr , Dallas, Texas 
Domer, Ralph A , Iowa City, Iowa 
Ellmers, BasU J , New Milford, New Jersey 
Evander, Leonard C , Lockport, New York 
Fitzgermd, Joseph M , New York, New York 
Friedman Bernard, Koch, Missouri 
Frohman, I Phillips, Washington D C 
Gerson, Charles E , Port Leonard Wood, Missouri 
Gonzalo, Pedro H , Havana, Cuba 
Gordon Nathan G , Fort Barrancas, Florida 
Gray, William P , BatesviUe, Arkansas 
Hanahan, Ralph B , Camp Stewart, Georgia 
Harrat, Frank T Jr Hempstead, New York 
Harrington, Arthur J Baldwin, Long Island N Y 
Harrington, Peter F , Providence. Rhode Island 
Hiebert, Homer L , Ah-Gwah-Chlng Minnesota 
Hodil, Elmer R, AUenwood, Pennsylvania 
Idstrom, Linneus G Ah-Gwah-Ching Minnesota 
Iturblde, Enrique C , Guatemala City, Rep of 
Guatemala, Central America 
Jones, Thomas R Houston, Texas 
Jurgens, George H , Wauwatosa, Wisconsin 
Kaplan Albert St Louis. Missouri 
Katz, Sidney, Cleveland, Ohio 


KimbaU ^thur S , Pontiac, Michigan 
K ng, Ri^chard. Memphis, Tennessee 
Klr^, Edwin G , San Diego, California 
La Pratta, Carl W , Richmond, Virginia 

Orange, New Jersey 
Benjamin H MinneapoUs, Minnesota ^ 
Lipsteln, Samuel, Liberty, New York 
Lorge, Heinz J , Rutland, Mass 
Ma^en, Henry V, Rockville, Indiana 
Martin, Eleanor, New Rochelle, New York 
McCracken, Robert L , NashviUe, Tennessee 
McShane, Patrick I , Denver, Colorado 
Mller, Samuel E , Camp Shelby, Mississippi 
Moore, Bert E , Mauston, Wisconsin 
Moran, James B , Camp Blandlng, Florida 
Munro, Howard F , Freeport, New York 
Nathan, David A , Miami Beach, Florida 
Oppenheim, Heinz, Brecksville, Ohio 
Palaclo, Nathan, Buenos Aires, Arg , s A 
Philips, Rowland S , Glenn Dale, Maryland 
Pierce, Glenroy N , French Camp, California 
Placak, Joseph C , Jr , Cleveland, Ohio 
Price, Henkel M , Martinsville, Virginia 
Reiss, Jack, Indianapolis, Indiana 
Rivero, Pedro N , Marianao, Cuba 
Robinson, Joseph L , Olive View, California 
Roman, Paul W , Trinidad, B W I 
Romendick, Samuel B , Koch, Missouri 
Rose, Albert H , Harvey, Illinois 
Rouff, Elliot A , San Jose, California 
Rowars, Howard, Brooklyn, New York 
Schiff, Morris J , Los Angeles, California 
Schloss, Jacob, Middletown, New York 
Schoenfeld, Siegfried M, New Hyde Park, L I, 
New York 

Schwartz, Benjamin, Oteen, North Carolina 
Schwartz, Emanuel, Brooklyn, New York 
Seastrunk, Jesse G , Columbia, South Carolina 
Selman, Morris, Toledo, Ohio 
Seyler, Anna G , Brown Point, Indiana 
Siegel, Clarence, Battle Lake, Minnesota 
SUverglade, Alexander, San Diego, California 
Simpson, NelU, Waco, Texas 
Smith, Lloyd F , Fullerton, California 
Solomon, Saul, New York, New York 
Spigler, James P , Terre Haute, Indiana 
Steer, Albert E, Springfield, Illinois 
Sufrin, Emanuel Camden, New Jersey 
Sweet, Herbert C , St Louis, Missouri 
Tebrock, Harry E , New Orleans Louisiana 
Thompson, John V , Indianapolis, Indiana 
Van Der Schouw, Harold M , Wheat Ridge, Colo 
Wallace, John B , Denver, Colorado 
Ward, James A , Metropolis, nilnols 
Ware, Charles W , Pasadena, California 
Webster, LuVerne J , Camp Grant, Illinois 
Weinberger, Herbert, South Bend Indiana 
Welchons, George A , Brook Hill, Virginia 
Whelr, william H , Amarillo. Texas 
Wiggins, John A Jr , Fort Worth, Texas 
Wood. Kenneth A, Royal Oak, Michlg^ 

Wylie Wilham D , Winston-Salem, North Carolina 
Young, Henry, New York, New York 
Zelman, Julius, San Bernardino, California 

ADVANCED FROM ASSOCIATE MEMBER- 
SHIP TO FELLOWSHIP 

Abbott, Charles N , Ontario, Callfom^ 
Borchardt, Paul R , New York, New York 
Bomsteln, Paul K , Belmar, New Jersey 
Burt, Kenneth L , Erie, Pennsylvania 
Cohen, Samuel C , Boston, Mas^chusette 
Crenshaw, Glerald L , Oakland, California 
del Arco, J Gonzalo Freile Nunez, Guayaquil, 
Ecuador, S A . 

Dwyer, Thomas L , Mount Vernon, Missouri 
Feinberg, David H Easton. Pennsylvania 
Felnsilver, Oscar, Worcester, Massachusetts 
Fiance, Israel J St Louis, Missouri 
Gardner, Kenneth E, Bloomfield, New Jersey 
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/Toldenberg. Norbert, New York, New York 
Mrd mchard P 'PocmteUo Idaho 
^gegno Allred P , Bjooklvn, New_ York 


KelnlEsberg, Aaron Chicago, Illinois 
Swen Sophie M , Bakersfield. California 
’Sherwood C , Savannah, Georgia 
McCullough David, Sanatorium, Texas 
Menendez Francisco J , Havana, Cuba 
Romano, Ralph W , Brooklyn, New York 
Rosenbaum, Joseph G , BrecksviUe, Ohio 
Rowars, Howard, Brooklyn, New York 


Schlff, Morris J Los Angeles, California 
Schwartz, Herbert F Koch, Missouri 
Smith, Joseph A Metuchen, New Jersey 
Smith, Michael, West Palm Beach, Florida 
Steiner, Alexander J , St Louis, Missouri 
Theodos, Peter A , Philadelphia, Pennsylvania 
Ward, Leon S , Mt Pleasant, Tennessee 
Warner, Allan H , Fort Dlx, New Jersey 
Weiner, Aaron A Brooklyn, New York 
Winter, William G Santa Barbara, California 
Wrenn, John A , Ada, Oklahoma 


Quick, Effective Pan-Vitamin Therapy 

REQUIRES HIGH POTENCY 

For Rapid Restoration of Vitamin Balance 



RECOMMENDED 

• In convalescence from pneumonia and Inilttenza 

• In treatment o{ tuberculosii fever* infections. 

• Preoperative preparation and poitoperotive con 
voletcence 

• Piegnoncf and lactation. 


-DOCTORI- 


A-B-C-D-G 

Wasting and depleting disaotee drain 
vitamin reierves retard convoletcence 
and may multiply operative ileka with 
co-complicotive avitaminoses. To cor 
rect vitamin imholonce ropldly and of 
lectlvely prescribe VICAP FORTIOR. 

Each capsule Is a light proofed her 
meticoUy sealed unit ol high potency 
multi vitamins A E-C-D and G Including 
the E-Complex. Administered by single 
capsule it does not complicate other 
medication. 

A comparative Inspection wUh other 
vitamin formuloe will lead you to pre- 
scribe VICAP rORTlOR- 

WTUTE TOR LITERATURE 

BIOCHEMICAL RESEARCH LABORATORIES. 1525 e. 53rd st Chicago m. 


yiCAP-F0RTI0R<^ 


Each Capsule Corilams Not Less Than 

VUomln A 20 000 tJnlU 

VUtnnlJi Bj 2 000 Mlcrogmm. 

Vllamta B, 1 000 

Ca PontoUi.ncrta 2S0 

Pyridoxin 500 

NleoUntnnido 15 MUUgrtnn. 

VUoonlo C 500 Units 

VltcnninD . 2 000 Units 

In Bottles of 30-60-100 Capsules 



100 Beds ]or Crippled Children 


2Q0 Beds for Tuberculosis 


ST. JOHNS SANITARIUM, Springfield, III. 

Complete in every detail Rates low— because of the services of the Hospital 

Sisters of St Francis 


Medical Director 

DR ROBERT K CAMPBELL 


Address 

SISTER EUEUTERIA 


R N Shot 
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3105 CABPENTER AVENUE 


C h e n i k Hospital 


PHONE. TOWNSEND 8 1025 


DETHOnr, MICHIGAN 


An Insbluhon Designed for the Proper Core of Tuberculous Patients at Moderate Rates 

Thoroughly Equipped for the Medical and Surgical Treatment of the Tuberculous 

FERDINAND CHENK M.D Supertalendent 
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CALIFORNIA SANATORIUM PORTLAND OPEN AIR SANATORIUM 
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Laurel Beach Sanatorium 

SEATTLE (On the SaJt Water Beach) WASHINGTON 

A private sanatorium fully equipped for the modem treatment of Chest Diseases X-Ray, Fluoroscope, 
Pneumothorax, Phrenectomy and Thoracoplasty Special diets when required private and semi-private 
rooms. Rates From *35 00 per week up Including medical care 
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MOUNT SAINT ROSE SANATORIUM 
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The conclusion is justified that the Vollmer-Lcdcrle patch test is fulE 
as sensitive as the Mantoui test* and could perfectly well replace it in 
pediatric practice’ 

To assure the success of tuberculosis case-finding campaigns the 
Vollmer patch test should be the testing method of choice It provides 
the desired information with few of the objectionable features which 
attend the Intracutaneous method^ 
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The Present Day Problem in Tuberculosis* 

BENJAMIN GOLDBERG, MD ♦* 

Chicago, Illinois 


The "Captain of Men of Death" is not Mars 
Injury, mutilation and destruction m war 
has not been the first and single greatest 
cause of death among humans While war 
takes an immense toll of lives in the course 
of its many battles, this toll of lives has 
never equalled In the long annals of history 
the record toll of one disease, Tuberculosis, 
and to Tuberculosis the appellation "Captain 
of Men of Death," as yet, applies throughout 
the world The present estimate as to the 
total population of the world Is 2,200,000,000 
While only an approximate estimate can he 
made of the tuberculosis mortality through- 
out the world because statistical data are not 
available from great areas with immense 
populations such as China, India and even 
Russia, figures, however, have been obtain- 
able from most of Europe and America Tak- 
ing our knowledge of group studies In death 
rates, one can conservatively apply an aver- 
age present mortality in tuberculosis of 90 
per 100,000 population This would indicate 
that at this time there are approximately 
2,000,000 deaths annually from this cause 
alone If we look further and see the picture 
on the basis of an entire lifetime, one realizes 
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that at least 8 per cent at a rrunlmum of all 
deaths are due to tuberculosis Therefore, 
among those alive in the world at this time, 
it Is entirely likely that anywhere from 175,- 
000,000 to 200,000,000 will perish from the in- 
roads of tubercle bacilli 
But war and the consequences of war have 
always caused an increase In the morbidity 
and the mortality from phthisis 
During World War Number I, the definite 
downtrend In tuberculosis mortality in the 
European countries was Immediately halted 
This was attributed to a marked congestion 
in urban centers, physical and nervous fa- 
tigue, Inadequate housing and a depletion of 
food reserves Intimacy of contact allowed 
for greater infection dissemination, and fail- 
ure of constitutional resistance allowed in- 
creased disease development 
Mortalities doubled and trebled in various 
European cities, but these high rates again 
resumed the normal trend with the resump- 
tion of normal Industry and living conditions 
In the present war, the only comparative 
statistics for the past three years are these 
from England, Wales and Scotland, where an 
Increase of more than 15 per cent in tubercu- 
losis mortality is noted for 1941 over 1939 
In London, the Increase Is more marked 
There in 1939 the rate was reported at 78 
and m 1940 at 97 per 100,000 population In 
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Glasgow the deaths numbered 972 in 1939 , 
1177 in 1940, and in 1941 they were estimated 
to reach 1342 

In France, reports from some of the larger 
centers indicate an increase in tuberculosis 
mortality in the first six months of 1941 over 
1939 of approximately 30 per cent 

Studying the tuberculosis trends in this 
country, at the turn of this century the death 
rate was over 200 per 100,000 In the past 
year, 1941, it had decreased to an all-time 
low of under 45 

In comparison, we should not forget that 
there are other countries where tuberculosis 
death rates continue to range between two 
hundred and five hundred per one hundred 
thousand at this time We must also remem- 
ber that only two decades ago, the age group 
of 21 years and over showed evidence of tu- 
berculous Infection in at least 95 per cent 
of the Inhabitants of this country, as deter- 
mined by tuberculin sensitization tests, and 
that today only about 50 per cent of this 
same age group evidence such Infection 

The victims of tuberculosis are found In 
greatest numbers between the ages of 15 and 
35, in which age groups this disease still is 
the first cause of death in these United States 
Under the present emergency where it Is of 
paramount Importance to maintain health 
and vigor for physical and mental efficiency 
on the combat line or in the increased needs 
of production in industry, more careful at- 
tention must be given to the control and 
continued eradication of this killer 

If we were to list the most important fac- 
tors in the achievement of the low mortality 
attained In this country, we would have to 
present the following three considerations 

1) The detection of the tuberculous indi- 
vidual, having a positive sputum and con- 
trolling that individual, or the disease which 
he has, so that he is not capable of further 
Infection spread 

2) The building and development of many 
institutions where such Individuals might 
be housed and treated to prevent infection 
spread 

3) The work of the veterinarian in eradi- 
cating tuberculosis In cattle has resulted in 
the fact that less than one-half of one per 
cent of cattle housed for dairy purposes in 
this covmtry show evidence of tuberculosis 
Thus, the almost complete absence of tubercle 
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bacilli in this important article of food has 
resulted In nearly a complete disappearance 
of the nonpulmonary forms of this disease 

We should also appreciate the Improvement 
noted in the constitutional resistance of in- 
dividuals In this country, which has resulted 
from the foUowmg factors 

1) An improved knowledge of dietetic hab- 
its, particularly as they refer to the basic 
food components, proteins, fats and carbo- 
hydrates, and our augmented knowledge and 
use of vitamins and mineral salts 

2) Recognition of the importance of ade- 
quate and proper housing 

3) A better realization of the necessity for 
avoiding mental and physical fatigue, and 
the importance of a happy outlook 

Tuberculosis in the aged today Is frequently 
mentioned as a problem I have mentioned 
the lessening incidence of infection In our 
youth, but we also see many reports con- 
cerning the frequency of tuberculosis in those 
above fifty years of age We must not for- 
get that the age group of fifty years and 
over belonged to the youth of those years 
when tuberculous infection was manifested 
in every inhabitant of our country We should 
also remember that with Increased longevity 
at this time, slxty-two years being the av- 
erage in this country, new pathological enti- 
ties occupy the forefront of the mortality 
tables Leading the procession today are 
heart disease, blood vessel and kidney con- 
ditions, diabetes, and other metabolic states 
which call for dietetic alterations— allowing 
a dormant tubercle to become active in an 
altered tissue chemistry and tissue reactivity 

Today, with our country compelled to enter 
into a state of war, the requirements are for 
an all-out production effort, causing shifting 
of masses of population, not only Into the 
armed forces of the country, but Into urban 
centers, where industry necessary to war has 
been extended to two, three, or four times 
the previous capacity in space and men This 
to meet the needs of the emergency Na- 
tional leaders, appreciating the Importance 
of preventing physical fatigue, of supplying 
dietaries which are adequate, and also, m at- 
tempting to make certain that a sufficiency 
of housing will also not be neglected, are 
considering in these preparations the main- 
tenance of the health of our nation If these 
conditions are not allowed to obtain, there 


230 



J942 Diseases of 

is no question but that among the fifty per 
cent of Individuals showing evidence of tu- 
berculous Infection in this country, we must 
allow for the development of much tubercu- 
lous disease 

The important considerations that today 
exist in a further control of this disease, and, 
perhaps its ultimate eradication, may be listed 
as follows 

1) Case Finding— It is still most important 
that we discover all of the tuberculosis cases 
present in this country, and as we have so 
often reiterated in previous writings, both 
in the armed services and in industry Es- 
pecially should a survey be maintained to 
discover early disease, and prevent its spread 
The simplest procedure is utilization of tu- 
berculin tests and chest roentgen films in 
cases with positive reactions When the tu- 
berculin is potent and a satisfactory dosage 
is used and properly applied intradermally, 
very few false negative reactions are seen, 
and these all have a definite basis which 
can be determined The x-ray film of the 
chest, when properly taken and interpreted, 
will delineate with a greater degree of ac- 
curacy the presence and extent of lung path- 
ology than any other method we have at our 
disposal 

2) Prevention by Vaccination — ^Vaccination 
by inoculation has interested tuberculosis re- 
search workers for years At first, dead ba- 
cilli were used, later live virulent organisms, 
such as B C G , the Bacillus Calmette- 
Guerln We must remember that bodies or 
substances immune to tuberculous infection 
or disease have never been demonstrated, 
that the only supposed protective mechanism 
is the specific sensitization to tuberculous in- 
fection Implanted, Intentionally, or acciden- 
tally, In the human host That, also, the 
causation of disease, where such sensitization 
has occurred in the presence of re-lnfectlon 
or secondary infection, is dependent on the 
degree of sensitization and the number and 
virulence of the secondary infecting tubercle 
bacilli This allows for either the localiza- 
tion of these new Invading organisms and 
their subsidence or the occurrence of serious 
destructive lesions Inasmuch as sensitiza- 
tion cannot be made constant, the number 
and virulence of the secondary infection tu- 
bercle bacilli, which are accidentally met on 
the highways of life, cannot be determined, 
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and Inasmuch as we have not as yet seen 
nor heard of any evidence that could point 
to the limitation of sensitization through 
Inoculation by vaccination, which might 
guarantee definite localization of disease 
when re-infection takes place, we have re- 
frained from recommending this method of 
tuberculosis prevention 
3) Specific Therapy — Chemotherapy in tu- 
berculosis has received more Impetus lately 
in an attempt at achieving the destruction 
of the tubercle bacillus, in vivo, without de- 
struction of the body tissue cells in and sur- 
rounding the disease area Jafffe has shown 
that only “in very few instances do blood ves- 
sels penetrate tubercle,” and, therefore, with 
bloods vessels thrombosed in the periphery 
of areas of tuberculous pathology, direct ac- 
tion upon the bacilli in the caseous centers 
through the application of chemicals has 
limited possibilities 

The thought engendered in the utilization 
of bactericidal substances in chemotherapy 
is based on their combination with aniline 
dyes in the hope that a chemotactic cellular 
affinity for such dyes would take place and 
allow bacillary destruction In recent months, 
there is an ever-brightening possibility of 
this latter occurrence The sulfonamide group 
of chemicals has proven to be what is prob- 
ably the single greatest discovery in com- 
batting infection in the human body One 
of this group, promln, has in animal expen- 
mentatlon demonstrated ability to diminish 
the number of viable tubercle bacilli in the 
blood stream and also to delay and prevent 
tubercle caseation This experimentation, 
however, is in animals who were given promm 
Immediately before, during and after inocu- 
lation with a virulent strain of tubercle ba- 
cilli There is still doubt as to how this 
chemical or any allied chemical combination 
will act where tuberculous disease of the 
caseous pneumonic type has already been 
established and vascularity in the disease area 
has been stopped at the margins of patho- 
logical change It is, however, to be hoped 
that definite benefits will accrue If the 
eradication of tuberculous infection is pos- 
sible through such means, this will leave 
only the alterations in tissue structure, which 
have occurred consequent on the presence 
of tuberculous Infection prior to its eradi- 
cation, to correct 
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4) Continuance of our present methods of 
management in the presence of active dis- 
ease 

a) There should be continuation In the 
supervision of the tuberculous, which requires 
that all cases be reported to the public health 
authorities 

b) Persistence in the usual therapeutic re- 
gime of rest, diet which is well balanced as 
to proteins, fats, carbohydrates, mineral salts 
and vitamins, and fresh air 

c) Surgical collapse procedures Artificial 
pneumothorax continues to stand out as the 
single most effective method of collapse ther- 
apy and should be used in every Instance 
where parench}Tnal destruction is evident 
Its application can be made more extensively 
in association with intrapleural pneumonoly- 
sis when adhesions prevent an adequate col- 
lapse The development of many new selec- 
tive and local surgical collapse procedures 
has allowed for a lessening of the number of 


THE Chest August 

complete thoracoplasties, but the latter pro- 
cedure, when indicated, is as yet an important 
life-saving operative procedure and should not 
be left as a last resort Local methods to aid 
in cavity collapse are extrapleural packs, 
paraffin rubber, tissue-substance as fascia, 
extrapleural pneumothorax, the Monaldl cav- 
ity aspiration, and partial or complete thoro- 
coplasty 

Finally, I would remind you that this is a 
war of efficiency A war of ingenius inven- 
tion for destruction Yet, it can only be a 
victorious war when the machinery developed 
to fight is controlled by hands of human be- 
ings who are physically and mentally fit to 
fight The task of maintaining this fitness 
is in the hands of the medical profession 
It must direct industry, labor and the armed 
services in setting up those safeguards which 
will maintain the physical needs to achieve 
that victory 


♦♦ 

Ambulatory Collapse Therapy of Pulmonary 

Tuberculosis 

Sanatorium Care versus Care by Private Physician 

MINAS JOANNIDES, MX) , FA C S * 

Chicago, Illinois 


Rest is the fundamental basis of therapy 
in pulmonary tuberculosis First promulgated 
In America by Trudeau, this principle has 
become the credo of phthisiologists and sana- 
torium attendants Varying degrees of bodily 
rest, from absolute bed rest to partial exer- 
cise and eventually to limited rest periods, 
have been advised on the basis of the de- 
gree of toxicity present in the tuberculous 
patient Bodily rest is of great advantage, 
but its value may be enhanced with local 
splinting of the lung by establishing arti- 
ficial pneumothorax or some other form of 
collapse therapy in suitable cases In this 
way the diseased lung is given a chance to 
rest by limiting its expansibility from 10 per 
cent to 90 per cent Collapse therapy also 
provides a means for promoting closure of 
tuberculous cavities, thus preventing an ac- 
cumulation of sputum which may become the 

• Assistant Professor of Surgery, CoUege of Medi- 
cine, University of Illinois, Chicago Illinois 
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source of infection for other parts of the 
lung, or persons in contact with the patient 
The splinting of the lung likewise reduces 
the absorption of toxic lymph from the tu- 
berculous focus through the lymphatics, thus 
reducing the tendency to toxic manifesta- 
tions such as fever, sweating, tiredness and 
loss of weight 

Rest is best provided for in a tuberculosis 
sanatorium but the sanatorium is not avail- 
able to all tuberculous patients Of those 
who can pay for private care, thfe sanatorium 
becomes a defmlte burden because of pro- 
longed stay There is a limited maximum 
number of sanatorium beds available so that 
those who are unfortunate enough to be on 
the waiting list generally have nothing done 
for them except a periodic visit by the clinic 
nurse and a periodic visit to the clinic where, 
in most cases, a superficial examination is 
done and a cough syrup prescribed Some 
patients may receive cod-liver oil and others 
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may be given the advantages of coUapse 
therapy Such patients necessarily become 
public charges because all tuberculosis ac- 
tivity is generally centered around municipal 
or county institutions maintained by taxes 
As soon as a patient is discovered to be tu- 
berculous and his case is reported to the 
health authorities, the patient Is continuously 
annoyed by the clinic nurses, and time after 
time drop the gentle hint that the patient 
need not pay a private physician for medical 
care that he may come to the local tubercu- 
losis dispensary after dismissing his doctor 
There are two alternatives left for the pri- 
vate physician interested in treating tuber- 
culous patients He either drops the matter 
entirely and has nothing to do with tuber- 
culous patients or he treats such patients and 
does not report them In order to save him- 
self the interference of the public health 
nurse who is trained to use every possible 
means of increasing the registration list of 
her local clinic 

Home care of tuberculous patients is the 
solution to the tuberculosis problem in many 
communities Because lack of bed space in 
the local sanatoria it becomes obvious that 
there is no alternative The patient must 
stay at home while waiting admission to the 
sanatorium Such being the case, why not 
treat this patient in his home and carry out 
the necessary Isolation and treatment in the 
home? Furthermore, why not train the local 
doctor to recognize and treat such patients 
during the course of his practice? If the 
local physician is incompetent to treat tu- 
berculosis he should be trained by the local 
health authorities through lectures, demon- 
strations, and proper guidance in the care 
of the particular patient Such a patient 
should remain rmder the supervision of the 
local doctor Both the patient and the doctor 
will profit by such contact 

Collapse therapy may be instituted m the 
patient’s home or the local hospital by re- 
ferring the patient to one in the community 
qualified to do such work Private physicians’ 
care given to such patients enhances the pos- 
sibilities of greater personal contact between 
the physician and patient and does not tend 
to pauperize the patient Patients who are 
unable to pay regular fees should be charged 
accordingly and those who cannot pay should 
be subsidized by the payment of a nominal 
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fee from municipal or county funds laid aside 
for the care of such patients If such pa- 
tients were hospitalized in the sanatorium 
it would cost the local authorities from 2 to 5 
dollars per day for such care By subsidizing 
local tuberculosis specialists for the care of 
such patients the expenditure of public funds 
would be proportionately very small In this 
way the clinic load would become lessened 
and a greater co-operation between private 
practitioner and local tuberculosis authority 
would be effected An arrangement for local 
care of Indigent patients by the tuberculosis 
specialist can be made by the local tubercu- 
losis authority through proper qualifying ex- 
aminations and official appointment for such 
work Such work should be distributed so 
that only a certain maximum of patients be 
cared for each day, thus enhancing personal 
contact between doctor and patient and 
avoiding long waiting and delay for treat- 
ment 

Until a more effective form of therapy is 
developed and untU sufficient mstitutlonal 
bed space is provided for all toxic tuberculous 
patients and all negligent patients, collapse 
therapy on ambulant patients and home care 
of toxic patients, wlU offer the greatest chance 
of recovery Artificial pneumothorax is by 
far the simplest and safest form of collapse 
therapy It can easily be carried out in the 
patient’s home, the doctor’s office, or the 
outpatient department of a hospital or sana- 
torium After the use of this form of therapy 
on a large scale for ten years, we are con- 
vinced that even the induction of pneumo- 
thorax collapse does not require hospitaliza- 
tion The mamtenance of artificial pneumo- 
thorax is quite simple and can safely be car- 
ried out on ambulant patients 

It is obvious that a certain number of pa- 
tients will present definite complications, such 
as adherent pleuritis, effusion, spontaneous 
pneumothorax, and some will come for care 
at a time when their lesion is too extensive 
to warrant the use of pulmonary collapse 
However, the larger bulk of patients that 
generally come to the attention of the phthisi- 
ologist have few, if any, contraindications 
for collapse It is this type of non-toxic pa- 
tient that can be made useful to himself and 
to the community by giving him ambulatory 
therapy while he Is being rehabilitated physi- 
cally and economically to become a produc- 
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tive member of the community 

Home care of toxic patients is an inevitable 
necessity because of lack of bed space in vari- 
ous communities as compared with the num- 
ber of cases known to have tuberculosis Home 
care should be just as effective as sanatorium 
care if the attending physician will properly 
isolate the patient from contacts A patient 
who IS cognizant of the fact that he is a 
carrier and who lives with persons who also 
are cognizant of the possibility of spread of 
the disease, should be Just as safe at home 
as in the sanatorium It is the duty of the 
attending physician to instruct the patient 
and the contacts regardmg the dangers of 
spread of the disease and supervise isolation 
of the patient in the home 

Unfortunately, among patients and contacts 
one finds two extremes, namely, phthisiopho- 
bla on one hand, and complete apathy and 
negligence on the other The over-concerned 
patient may be treated psychically to affect 
a peace of mind This can be done easily 
by the local physician in whom the patient 
has placed his faith and trust The neglectful 
patient can be advised, watched, and warned, 
and if still neglectful, he should be properly 
Isolated by forcible hospitalization in a sana- 
torium until his sputum becomes negative 
for tubercle bacilli It is the latter type of 
case for whom the sanatorium is an absolute 
necessity for the sake of himself and the 
community 

Phthisiophobia among contacts is quite a 
serious problem Unfortunately, It exists even 
among doctors and nurses The fear of de- 
veloping tuberculosis is so exaggerated in the 
minds of certain contacts that they make 
every possible effort to get rid of the pa- 
tient by sending him to a sanatorium or the 
West It is unfortunate that such a phobia 
exists because the patient is denied all op- 
portunity for proper care He becomes an 
outcast and his relations with his contacts 
become strained After all, a tuberculous pa- 
tient is no more dangerous than a case of 
pneumonia or other infectious disease if prop- 
erly Isolated Such a fear has even permeat- 
ed into a number of hospitals so that tu- 
berculous patients are refused admission A 
patient may be perfectly welcome in a hos- 
pital and be treated humanely until a diag- 
nosis of pulmonary tuberculosis is established 
Prom that moment on the patient Is ostra- 


cised and looked upon as a dangerous un- 
touchable A hospital is generally the train- 
ing school for nurses and resident physicians 
The care of such tuberculous patients should 
be considered an opportunity to train doctors 
and nurses in the technic of Isolation and 
care of these patients Thus Innocent and 
unknown exposure to tuberculous patients 
will never be harmful to these persons, who 
are trained in isolation technic 
The sanatorium offers the ideal environ- 
ment and conditions for the care of the tu- 
berculous It prevents close contact between 
an open case and his friends and relatives 
It offers an environment where the patient 
learns about rest, hygiene, and proper habits 
It gives the patient a chance to stay in an 
airy, well-ventilated place It gives the pa- 
tient a chance to eat the proper kind of 
food, a balanced diet In spite of the ad- 
vantages enumerated, the sanatorium is avail- 
able only to a small percentage of those who 
need it and there is little likelihood that 
enough beds wlU become available to accom- 
modate all the patients with active tubercu- 
losis In the Chicago area there are only 
about 3000 beds available for a total of about 
15,000 known cases of pulmonary tubercu- 
losis More beds may become available If 
arrangements can be made in general hos- 
pitals to care for the tuberculous under proper 
isolation technic Such isolation need not be 
very rigid and no special building or special 
wing of a hospital is necessary Private rooms 
can be used for those that can afford such 
an expense, or the use of small wards can 
be arranged for, when enough tuberculous 
patients avaU themselves of the benefits of- 
fered by the general hospital The patient 
with a diagnosis of pulmonary tuberculosis 
is no more dangerous than a patient with 
pneumonia, or pelvic cellulitis One type of 
patient should be just as acceptable as the 
other, as long as proper precautions for iso- 
lation are enforced 

The fear of cross Infection from a tuber- 
culous patient, either to other patients or 
to nurses. Is grossly exaggerated It becomes 
therefore, a problem as to what to do with 
such patients These patients must be cared 
for adequately, the contacts must be watched 
and everything should be done to prevent 
the patients from becoming dangerous car- 
riers They should be in the hands of com- 
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petent doctors who are trained in the diag- 
nosis and care of tuberculosis The special 
training required of the phthisiologist and 
chest surgeon must become available for all 
such patients Unfortunately, in our experi- 
ence, when a diagnosis of tuberculosis is 
made on a patient, everyone concerned in 
the case. Including the attending physician, 
looks forward to getting rid of the patient 
by dumping him off into a sanatorium Some 
hospital administrators are so frightened by 
the thought of having a tuberculous patient 
In their institution that they are apt to dis- 
charge the patient from their hospital even 
when this patient is in extremis Such an 
incident occurred with a patient who devel- 
oped a pulmonary hemorrhage while in the 
hospital A diagnosis of pulmonary tubercu- 
losis was made In spite of the acute hemorr- 
hage and the danger of moving such a pa- 
tient from one institution to another, the 
superintendent of the hospital insisted on 
discharging this patient from the hospital 
The attending physician, who was not a 
phthisiologist, was in a quandary and called 
me The patient was transferred to my ser- 
vice at the Alexlan Brothers Hospital, arti- 
ficial pneumothorax was instituted, the hem- 
orrhage was controlled and the patient finally 
made a full recovery 

It is sad to realize that such a condition 
exists in this day when we are proudly eulo- 
gizing our great advances in the control of 
tuberculosis The patient with the pulmonary 
hemorrhage should have been given aU the 
advantages that the hospital could offer It 
should have been welcomed as an opportimity 
for the nurses and house staff to take care 
of such a patient in whom recovery is really 
dramatic What was done at the Alexian 
Brothers Hospital could easily have been done 
in the other hospital, to the advantage of 
all parties concerned 

The mere fact that a patient has tuber- 
culosis should not make him an outcast so 
that he must be isolated from his friends and 
relatives by being committed to a tubercu- 
losis sanatorium He should be treated ade- 
quately in the home or in the doctor’s office 
He should be placed under the care of a 
physician who is qualified to treat tubercu- 
losis and who will co-operate with the family 
physician 

In Chicago the problem of inadequate bed 
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space and proper care has been handled, in 
the last ten years, by the introduction of 
ambulatory coUapse therapy Up to May 2, 
1940, there have come under my supervision 
9,246 patients, to whom a total of 174,917 
pneumothorax treatments were given We 
have seen patients with early lesions get weU 
promptly and we have tried hard to assist 
those In the more advanced stages of the 
disease We are thoroughly convinced that 
as many as 80 per cent of the cases will 
improve with artificial pneumothorax, if the 
patients are started early and are also given 
the benefits of rest, balanced diet, and the 
proper vitamin Intake When the patients 
present themselves for treatment in the more 
advanced stages of the disease the chances 
for recovery become diminished in propor- 
tion to the extent and type of pathology 
and the degree of toxicity of the patient 
Toxic patients, being strictly bed patients, 
should be the ones to be given preference 
for admission to the sanatorium If sana- 
torium care is not available, these patients 
should be cared for at home or in a general 
hospital Such patients will prove excellent 
material for training of student nurses and 
Internes, in the technic of Isolation and pre- 
vention of cross infection to themselves and 
other patients Collapse therapy should be 
considered in all patients and tried in all 
cases that do not present contraindications 
to this type of treatment 
Non-toxic patients can have artificial 
pneumothorax Induced and maintained in 
the doctor’s office, In the patient’s home, or 
in the hospital Refills in non-toxic patients 
can be safely carried out in the doctor’s of- 
fice with fluorescent screen check-up of the 
degree of collapse and the pulmonary re- 
sponse to the treatment Ancillary treat- 
ments, with calcium, gold or other drugs can 
be easily carried out on an ambulatory basis 
Check-up of the bodily response to these 
treatments may be easily done In the doctor’s 
office or the local clinical laboratory 
Complications arising during the course of 
refills on ambulant patients can generally be 
taken care of in the doctor’s office or the 
local hospital It is quite simple and safe In 
office practice to aspirate effusions, to in- 
duce oleothorax, or to Irrigate pleural cavities 
In offices where the doctor does not have 
the proper facilities, he can easily ' arrange 
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foi such service in the outpatient depart- 
ment of his local hospital Effusions can be 
reduced to a minimum when proper atten- 
tion is given to the efficiency of the circu- 
lation of the patient, the elements of asepsis, 
and the response of the heart and lungs 
to sudden change of intrapleural pressure 
In the last nine years, out of 9,246 registra- 
tions, we have encountered 806 cases of ef- 
fusion, or 8 7 per cent of all patients under 
treatment 

Adherent pleurltls is a complication which 
may prove annoying and dangerous In spite 
of careful technic, a puncture of the lung 
with resultant traumatic pneumothorax may 
result Out of 88 cases of traumatic pneumo- 
thorax, occuiring in 10 years, 82 recovered 
and 6 proved fatal Air embolism may also 
result in cases with an adherent pleurltls 
During this period we encountered air em- 
bolism in 39 cases, 29 of whom recovered 

These complications cannot be held as an 
argument against ambulatory care because 
they can occur Just as well in the sana- 
torium as in the clinic, the general hospital 
or the doctor’s office 

Phrenic nerve paralysis, extrapleural pneu- 
monolysis with subsequent extrapleural pneu- 
mothorax, and thoracoplasty can easily be 
done in a general hospital The patient has 
only to stay in the hospital long enough to 
recover from the acute effects of the oper- 
ative procedure Subsequent care and obser- 
vation may be carried out in the patient's 
home or the doctor’s office 

Home care of tuberculous patients, as com- 
pared with sanatorium care, has certain ad- 
vantages and disadvantages The following 
advantages may be considered The patient 
is in an environment he has been used to 
and does not have to make an effort to re- 
adjust himself to a new environment The 
patient can eat the foods of his own choice 
and garnished in accordance with his own 
likes and dislikes The patient is not in 
contact with routine sanatorium gossip re- 
garding the progress or morbidity in other 
patients and in this way he may have peace 
of mind The doctor who sees the patient in 
the home is bound to take a little more per- 
sonal interest in the problems arising during 
the intervals between visits, because he has 
less to do than the sanatorium doctor who 
makes rounds daily and merely looks In and 


gives routine orders At home the physician 
will be hkely to examine the patient more 
carefully at every visit and as often as he 
presents new findings The attitude of the 
patient towards his own condition is influ- 
enced favorably by contact with problems 
relating to his home and relatives, and this 
enhances his desire to get well The cost of 
maintenance of the patient in a sanatorium 
is diminished or entirely eliminated If the 
patient is in a private sanatorium, there is 
a constant drain on the family treasury of 
$25 to $50 per week in addition to incidental 
expenses This, of course, Is over and above 
the current expenses for the upkeep of the 
home If the patient js in a tax-maintained 
or endowed sanatorium, the expense is a 
minimum of $2 00 per day and may exceed 
$10 00 in some cases With home care the 
patient is likely to become rehabilitated ear- 
her by weeks or months, because the changes 
in the condition of the patient become obvious 
during the periodic careful examinations By 
caring for the patient, the contacts become 
educated In the prevention of cross Infection, 
and also in the value of developing a resist- 
ance agamst the disease 

Among the disadvantages of home care 
and advantages of sanatorium care the fol- 
lowing may be considered The possibility of 
tuberculous infection among careless and 
unscrupulous patients and contacts Home 
conditions at times, due to certain incom- 
patibilities and maladjustment, are not sat- 
isfactory enough to be conducive to improve- 
ment Poverty may be a sufficient factor to 
prevent the purchase of food for a balanced 
diet, and of such medication as is necessary 
In such cases the patient may not have an 
opportunity to avail himself of the services 
of a chest specialist and thus is neglected 
Indigent toxic patients wlU not be able to 
enjoy the benefits of good nursing super- 
vision and periodic laboratory checks as to 
the progress of the pathology 

Summary 

This paper is a plea for the emancipation 
of the tuberculous patient As soon as he is 
labeled tuberculous the patient should not 
become an outcast, regardless of his station 
in life He should be given all the benefits 
of modern care and be saved from pauperi- 
zation The care of such patients should be 
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entrusted to properly qualified private phy- 
sicians in order that the patient may not 
become just another case but may be treated 
as an individual Private care by properly 
qualified physicians will aid the patient In 
keeping his own Identity as a member of his 
local community, avoid his becoming a pau- 
per, and assist in his early rehabilitation 
physically and socially All this can be brought 
about by encouraging and training the pri- 
vate physician to look for cases of pulmonary 
tuberculosis and properly take care of them 
The family and physician can work in close 
cooperation with the chest specialist so that 
the patient may not be neglected at any time 
By special arrangement with the tuberculosis 
authority in the local community indigent 
ambulatory patients may be treated in the 
office of the chest specialist and bed patients 
be treated at home or In the local general 


hospital at a cost much lower than that of 
maintaming a large sanatorium The sana- 
torium should be restricted especially to neg- 
ligent open cases who are dangerous to theli 
contacts and also to toxic bed patients who 
do not have the necessary facilities at home 
for proper care Tuberculosis should not be- 
come synonymous with pauperization and 
socialized medicine With proper training the 
general practitioner, the hospital administra- 
tor and his resident staff can be made tu- 
berculosis conscious so that the disease can 
be more easily detected and proper humane 
isolation be established Tuberculosis will al- 
ways be a problem and should concern not 
only the few specially trained persons, but 
all who are Interested m treating human 
illness 
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Some Points on Tuberculosis for the General 

Practitioner 

DONALD R CHISHOLM, MX) , CM 
Kealia, Kauai, Haioaii 


In all phases of medicine the specialist is 
constantly encountering the errors and mis- 
conceptions of fellow physicians possessed of 
less detailed knowledge Experience with such 
Instances has been the stimulus for this 
paper The subjects to be considered concern 
the private physician and his knowledge of 
tuberculosis, evaluation of the stethoscope, 
evaluation of the x-ray, evaluation of "pri- 
mary” pleural effusion, the nature and evalu- 
ation of the tubercuhn test, the collection 
of sputum, the relativeness of “negative” spu- 
tum, and the Induction of artificial pneumo- 
thorax by the private physician 
The Private Physician and His Knowledge 
of Tuberculosis~As a rule it is difficult to 
arouse the general practitioner to a sustained 
Interest in tuberculosis, and it is difficult, 
therefore, to get him to keep abreast of the 
subject Patients with tuberculosis are usu- 
ally referred to sanatoria They thus con- 
tribute a very small part to the average 
physician s income This does not necessarily 
imply that such physicians are mercenary 
The field of general practice is an enormous 


one, and the physician cannot be condemned 
for neglecting the study of a disease he rarely 
if ever treats 

Another major factor promoting lack of 
interest in tuberculosis, and therefore lack of 
knowledge in tuberculosis, is the prevalence 
cf a wholly unjustified, fatalistic pessimism 
toward prognosis in the disease This in it- 
self is based on a lack of knowledge as to 
how aggressively the disease is being sub- 
jected to active therapeutic measures in the 
modern sanatorium The prognosis for mini- 
mal and even moderately advanced cases Is, 
in general, exceedingly hopeful 

Despite seemingly justifiable reasons for a 
lack of interest in tuberculosis, the general 
practitioner has much to gain by being fa- 
miliar with the modern treatment of the 
disease and with the very favorable results 
thereof Without such familiarity he can- 
not have the optimism which is so often 
needed to mitigate the patient’s first reac- 
tion to the diagnosis of tuberculosis Nor 
can he have the persuasive arguments which 
will give his advice the power of conviction 
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-when the patient first obiects, as he nearly 
always will, to going to a sanatonum Nor 
can he know what his patients will think 
of him after their sanatorium sojourn 
The advice and encouragement which the 
private physician gives to his patient after 
diagnosing tuberculosis -will not only have a 
paramount influence on the attitude and 
cooperation of that patient m the sanatonum, 
but will also determine whether or not the 
patient will willingly return to the super- 
vision of his private physician when dis- 
charged from mstitutional care There are 
few patients who, after some weeks m a 
modern sanatorium, are not able to make a 
shrewd guess as to how much their referring 
private physician knows about tuberculosis 
After several months on a sanatorium re- 
gime, the patient usually has a very decided 
opmion as to whether he does or does not 
want to return to the supervision of his pri- 
vate physician on discharge Every sana- 
torium physician is put on the spot numerous 
times a year when patients consult him in 
regard to this Issue It is a matter of pleasure 
and relief for the sanatorium physician to 
be able to refer his discharged patients back 
to a physician whose judgment is respected 
The diagnosis of tuberculosis is pre-emi- 
nently a field of the general practitioner 
The latter should be an expert on all phases 
of the diagnosis of the disease Likewise, 
although he cannot reasonably be expected 
to follow all the current literature on tuber- 
culosis, he should have a reading acquaint- 
ance with the chapters on treatment in the 
better monographs on the subject 
Next to diagnosis, as a rule the private 
physician’s most important service to his tu- 
berculosis patient is the periodic check-up 
following arrest of the disease These periodic 
check-ups should be continued for years, per- 
haps for life Time intervals will depend on 
the individual case A short bit of advice 
may here be given in respect to the periodic 
check-up Always take an x-ray It is the 
only way to be sure Any other method is a 
guess The fluoroscope, particularly, should 
not be relied upon either for early diagnosis 
or for follow-up examinations Fluoroscopy, 
even in the hands of experts, misses too many 
early cases and too many early reactivations 
The Stethoscope — ^Many physicians have an 
exaggerated Idea of the value of the stetho- 
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scope This idea may relate to a childhood 
awe of the family physician and his “tele- 
phone,” but it is more likely the reaction of 
personal humility to pedagogic reconditeness 
encountered in medical student days At all 
events, exaggeration of the value of the 
stethoscope, particularly in the detection or 
elimination of tuberculosis, has led to count- 
less tragedies Every tuberculosis specialist 
and resident is familiar -with scores of his- 
tories in which patients with well advanced 
long-standing disease have stated that their 
physician examined them -with the stetho- 
scope one to SIX months pre-vdously and pro- 
nounced them sound It may be protested by 
the initiated that, had the physician known 
how to use his stethoscope, the tragedy would 
not have occurred Admitting that the value 
of auscultation varies with skill, such a pro- 
test is chauvinistic to say the least The 
stethoscope has inherent diagnostic limita- 
tions, and those most familiar with diseases 
of the chest know that these limitations are 
by no means restricted to early or minimal 
cases of tuberculosis The Subcommittee on 
Case-finding Procedures in Tuberculosis of 
the American Public Health Association has 
come to the conclusion that minimal cases 
of tuberculosis are almost invariably missed 
on examination by percussion and the stetho- 
scope ’ 

The stethoscope had a justly hallowed repu- 
tation up to the time of the clinical appli- 
cation of x-rays The latter, however, have 
given us a new evaluation of the stethoscope 
in which unjustified confidence has been 
tempered by a timely skepticism In the diag- 
nosis of early, i e , eminently treatable, tu- 
berculosis, the stethoscope is most effectively 
evaluated as a crude, mefficient instrument 
The general acceptance of this, to some, 
heretical fact will save thousands of lives 
annually All tuberculosis case-finding au- 
thorities are agreed that the general prac- 
titioner is, or should be, the most important 
case-finding agent This being so, it is im- 
'perative that the physician at large should 
keenly appreciate that, while his stethoscope 
may teU him no lies when signs are audible, 
it often falls to teU hun the truth when signs 
are maudible 

The :s:-ro2/— Technically, the finding of tu- 
bercle baciUl in the sputum offers the only 
method of absolutely proving the diagnosis 
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of pulmonary tuberculosis However, a great 
many cases of active tuberculosis have nega- 
tive sputums, and such cases will often be 
missed if not x-rayed 

In the diagnosis of tuberculosis the x-ray 
takes precedence over the sputum examina- 
tion because, if the latter is negative, disease 
may still be revealed by the x-ray, while if 
the sputiun is positive, an x-ray must be 
taken to learn the nature and extent of the 
lesion Information given by the x-ray is the 
absolute sine qua non on which the modern 
treatment of pulmonary tuberculosis is based 
Knowing that the sputum is positive is im- 
portant from the point of view of immediate 
differential diagnosis after the x-ray has 
been taken However, if the sputum is nega- 
tive, serial x-ray observation of the patient 
soon leaves little doubt as to the nature and 
progress of the lesion being dealt with 

That the present-day value of the x-ray 
in the early diagnosis of tuberculosis should 
be questioned seems incredible Yet more than 
one otherwise well-informed physician has 
queried the writer on this subject The con- 
fusion, of course, lies In the latitude of the 
term “early” and ip individual interpretation 
of its meaning and limits Technically, a per- 
son has tuberculosis the minute he begins to 
react to the first Invading tubercle bacillus 
However, the x-ray cannot reveal a single 
microscopic tubercle, and when disease is 
classified as clinically early it may be quite 
old chronologically Practically, the physician 
is concerned with "early” tuberculosis in the 
clinical sense, i e , with the extent of disease 
present From this point of view the x-ray 
is an extremely sensitive diagnostic instru- 
ment It can demonstrate tenuous Infiltra- 
tions long before these are detectable by the 
stethoscope, and long before they have ad- 
vanced beyond the stage in which the prog- 
nosis for cure is almost one hundred per 
cent 

Tuberculosis is every bit as much a threat 
to life as is an attack of acute appendicitis 
If the suspicion of acute appendicitis war- 
rants a laparotomy, certainly the suspicion 
of tuberculosis warrants an x-ray Many 
physicians hesitate to advise an x-ray be- 
cause the latter is expensive and the patient 
not too well off The tuberculosis-minded 
physician knows that neither he nor the pa- 
tient can afford not to have an x-ray taken 


This is particularly so when examining Man- 
toux-positive contacts to a known open case 
of tuberculosis Not to x-ray such contacts 
wiU inevitably lead to the frequent missing 
of active cases of the disease To miss just 
one case, and to allow that case to develop 
advanced disease, may not only cost the pa- 
tient’s life, and perhaps the physician his 
reputation, but will cost somebody— relatives 
or the state — enough to pay for hundreds, 
possibly thousands, of x-rays Multiply these 
costs by the number of cases Infected by the 
one in question, and the cost of not taking 
an x-ray may be staggering If a patient 
cannot afford to pay for an x-ray, he should 
be referred to an agency that will take it free 
of charge No state can afford to be without 
such agencies 

Pleural Effusion Without an Apparent 
Pulmonary Lesion — James Alexander Miller 
states^ that pleural effusion occurs as a pre- 
phthisical phenomenon in about one out of 
every four cases of pulmonary tuberculosis 
He also points out that between one-third 
and one-half of all adults with pleural ef- 
fusion develop obvious pulmonary tubercu- 
losis within the following few years 

The differential diagnosis of pleural ef- 
fusion is seldom difficult Causes other than 
tuberculosis are- usually easy to rule out They 
are heart disease, renal disease, malignancy 
involving the mediastinum or pleurae, acute 
rheumatic infection, beri-beri, and the “termi- 
nal” effusion that accompanies the lingering 
illnesses of old age Having excluded these 
causative conditions, and neglecting those 
which are medical curiosities, the physician 
will be almost one hundred per cent correct 
in assuming that an effusion is tuberculous 
It may have a greater effect to state that 
the physician will be almost one hundred per 
cent wrong if he assumes that such an ef- 
fusion is non-tuberculous 

A tuberculous pleural effusion almost in- 
variably means active pulmonary tubercu- 
losis 3 Occasionally the tuberculous focus may 
be imder the parietal pleura There may be 
active associated hilar gland infection The 
pulmonary lesion may be obvious, but com- 
monly the best roentgenographic technique 
falls to demonstrate it In these cases the 
responsible lesion may consist of but one or 
two soft, microscopic, subpleural tubercles 
To those not famUlar with the vanable re- 
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sponse of the body to the tubercle bacillus, 
a large effusion may seem entirely out of 
proportion to such a tiny, invisible focus To 
those who are familiar with such responses, 
a massive effusion is consistent and to be 
expected A tuberculous pleural effusion is 
the result of an acute exudative reaction to 
a specific allergen by a large surface-area 
which has become sensitized to that allergen 
As in the case of most allergies, the quantity 
of irritant present may be very, very small 
It is far more pertinent, then, to state that 
all patients with a “primary” tuberculous 
effusion have pulmonary tuberculosis, than 
to state that a certain number of these pa- 
tients will eventually develop pulmonary tu- 
berculosis If it Is accepted that all these 
patients already have active pulmonary tu- 
berculosis, and already have advanced the 
first step toward potential, full-blown phthis- 
is, the indicated treatment leaves no room for 
controversy It will be the treatment of active 
pulmonary tuberculosis This will include at 
least six months at bed rest and modified 
bed rest The periodic follow-up of these 
cases should be just as close as If gross dis- 
ease had been present 
The wide discrepancy In statistics on the 
incidence of gross, active, pulmonary tuber- 
culosis following “primary” pleural effusion 
is probably dependent on differences in care 
which the patients have taken or received 
The degree of care taken will usually depend 
on the attending physician's advice and on 
the intelligence and economic circumstances 
of the patient Patients who resume activity 
early and who remain in contact with the 
original source of infection are more likely 
to develop gross pulmonary lesions 
Jaffe states'* that tuberculosis of the pleura 
is always secondary Schuman states’ that 
in 80 per cent of cases of “primary” pleural 
effusion Jacobaeus has been able to observe 
pleural tubercles through the thoracoscope 
It is probably safe to assume that all pa- 
tients with “primary” pleural effusion have 
tubercles just beneath the pleura When the 
effusion becomes absorbed, the visceral and 
parietal pleurae become adherent in the re- 
gion of the sufapleural tubercles, and usually 
elsewhere as well This anatomical fact Is 
probably of considerable significance in re- 
gard to later reactivation of dormant sub- 
plemral tubercles Marked Inspiratory excur- 
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sions will exert traction on the adherent areas 
and may well produce sufficient trauma to 
the tuberculous focus to result in extension 
of the disease process Traction over a healed 
tubercle is much less likely to cause exten- 
sion than traction over a tubercle which is 
still caseous This logical inference should 
alone be sufficient to caution the physician 
that overtreatment rather than undertreat- 
ment Is Indicated Another argument for 
thorough treatment is that if these cases 
are allowed to develop a cavity, they will 
probably have to have a thoracoplasty Ad- 
hesions will nearly always render artificial 
pneumothorax impossible 
Having diagnosed a tuberculous pleural 
effusion, the physician must decide how and 
by whom treatment is to be given If the 
physician decides to treat the case himself, 
he will be governed, of course, by his own 
ideas If he elects to refer the case to a 
tuberculosis specialist or to a sanatorium, it 
is in the best interests of the patient that 
the decision to aspirate or not to aspirate 
the fluid be left to the judgment of the phy- 
sician who will actuaUy supervise the treat- 
ment The physician who first sees the case 
should, of course, always aspiiate a few cubic 
centimeters of fluid for laboratory study and 
differential diagnosis Massive aspiration for 
therapeutic purposes is a different matter 
There is considerable controversy as to 
whether a “primary” tuberculous effusion 
should or should not be aspirated, except when 
removal of fluid is Indicated for relief of pres- 
sure symptoms Some physicians, without 
broad experience in pneumothorax therapy, 
routinely aspirate these effusions and insti- 
tute artificial pneumothorax even though 
they intend to refer the case Such treat- 
ment may not only be contrary to the ideas 
held by the specialist, but may result in seri- 
ous complications for the patient During the 
early stages of an effusion, the pleura is 
acutely inflamed and should be disturbed as 
little as possible These cases are often un- 
suitable for pneumothorax because of pre- 
existing adhesions, and cannot often be car- 
ried for long \mder successful collapse because 
of the obliterative pleuritis which nearly al- 
ways sets in Not infrequently the fibrinous 
coating on the visceral pleura rapidly thickens 
and organizes If this happens while the lung 
is in the collapsed state, re-expansion may 
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be impossible Spontaneous pneumothorax, 
broncho-pleural fistula, and empyema are 
not uncommon consecutive complications in 
primary effusions treated by Inexpertly ad- 
ministered pneumothorax 
The Tuberculin Test— The number of phy- 
sicians who are diffident in their interpre- 
tation of the meaning and value of the tu- 
berculin reaction is surprising One of the 
most common errors is the assumption of a 
relationship between the intensity of the tu- 
berculin reaction and the activity or extent 
of the disease that may be present In this 
connection it should be remembered that the 
tuberculin reaction is an allergic reaction and 
that its intensity is a measure only of the 
degree of allergy present The degree of al- 
lergy present is merely a measure of the 
ability to react in a certain manner, and 
bears no consistent relationship to the ac- 
tivity or extent of any disease that may be 
present 

In the Interim between attacks, victims of 
asthma and hay fever retain the ability to 
react to the allergens which cause their at- 
tacks Likewise, but with no pretense to ex- 
tend the analogy, the individual who once 
has been sensitized to the tubercle bacillus 
retains the ability to react to tuberculin years 
after the original attack of tuberculosis has 
been completely arrested This individual may 
have a much more Intense reaction to tu- 
berculin than a person with active disease 
The subject of allergy in tuberculosis, par- 
ticularly in relationship to immunity, is highly 
complex and by no means well understood, 
but on one clinical point the physician can 
be positive The tuberculin reaction does not 
measure the activity or extent of disease pres- 
ent or previously present, and cannot be used 
to measure the progress of known disease 
There are many variables in the allergic state 
Perhaps the most constant factor is the in- 
dividual constitution, 1 e , inherited qualities 
Another conception not uncommonly en- 
countered is that a severe tuberculin reaction 
indicates a high susceptibility to the disease 
tuberculosis and, therefore, not too good a 
prognosis if disease should develop Actually, 
there is much good argument for the reverse 
conception As just Indicated, the relation- 
ship between allergy and Immunity in tuber- 
culosis is still a disputed question 
The general practitioner should keep the 


following facts in mind in regard to the tu- 
berculin reaction 

1) The tuberculin reaction is not a test for 
tuberculous disease, it is a test for tuberculin 
allergy 

2) Being a test for allergy, a positive re- 
action indicates nothing more than previous 
sensitization to the tubercle bacillus The 
disease causing this sensitization may have 
long since been arrested The test does not 
distinguish between active and arrested dis- 
ease 

3) Tuberculin allergy, like any other al- 
lergy, waxes and wanes in intensity with 
many variable factors Patients with known 
tuberculin allergy may give a negative reac- 
tion during acute infectious diseases, in tu- 
berculosis associated with marked toxemia, 
especially in miliary tuberculosis, and in tu- 
berculosis approaching the terminal stage 
An attack of simple acute tonsillitis with fever 
may render the tuberculin test negative in a 
child Severely debilitated or malnourished 
individuals, especially the aged, may fail to 
react to tuberculin, or to any other allergen 
for that matter In all these cases the indi- 
vidual’s reactivity is said to have been de- 
pressed to an “anergic” state, and the lack 
of reaction is termed a false negative 

It is the false negative reaction which is 
of clinical importance, because it may lead 
to the overlooking of active tuberculous dis- 
ease It should not be forgotten that it may 
require several months for tuberculin allergy 
to develop following the onset of a primary 
Infection 

4) With properly prepared tuberculin, 
genuine false positive reactions are uncom- 
mon A false positive reaction may be ob- 
tained in leprosy, in actinomycosis, and in 
blastomycosis 

5) Allowing for false reactions, the speci- 
ficity of the tuberculin (Mantoux) test Is 
very high In the higher concentrations used 
for clinical testing, a negative reaction rules 
out tuberculosis with an accuracy approach- 
ing 98 per cent 

6) A positive tuberculin reaction merely 
indicates allergy The clinical significance of 
this allergy must be evaluated in relation to 
the age of the individual In older indi- 
viduals whose chances for acquiring Infection 
have extended over many years, a positive 
reaction is much more likely to be associated 
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with inactive than active disease Under the 
age of two years, a positive tubercuhn test 
Is almost always an indication of active dis- 
ease Under the age of five years, a positive 
test should always incite a thorough investi- 
gation to exclude active disease Above the 
age of five years, the value of the positive 
reaction as an Indicator of likely active dis- 
ease falls off sharply 

The greatest value of the tuberculin test 
lies In the ability of the negative reaction to 
exclude tuberculosis at all ages, and in the 
ability of the positive reaction to mcrimmate 
tuberculosis during the first few years of 
life 

On Collecting Sputum — ^The average phy- 
sician would not trust a completely inexperi- 
enced person to collect blood for a blood count 
Yet the same physician will trust completely 
inexperienced patients to “collect some spu- 
tum In. a bottle ” The decision as to whether 
a lesion revealed by the x-ray is tuberculous 
or not is a vital decision and may often be 
reached in a very short time by the careful 
examination of a carefully collected sputum 
specimen Carelessly collected sputum may 
be of no value and may result in delays which 
allow unnecessary progression of the lesion 

Many individuals do not distinguish be- 
tween sputum, “spit,” and naso-pharyngeal 
secretions “Sputum,” after all, is a fairly 
technical word, and there are probably not 
many physicians who appreciated its specific 
meanmg before they studied medicine There 
are plenty of persons to whose vocabulary 
the word “saliva” Is unknown, and who re- 
gard “sputum” as the doctor's polite word 
for their less delicate “spit” Telling a pa- 
tient to “expectorate into a bottle” is another 
source of misunderstanding To many people, 
“expectorate” means just to spit or to clear 
the naso -pharynx and then spit 

When requesting a patient to bring a speci- 
men of sputum, the source of the latter should 
be specified The instructions commonly giv- 
en by the writer are “Cough up the phlegm 
from deep in your chest and spit it into the 
bottle ” This is supplemented by stating that 
the specimen collected is to contain as little 
“spit” and naso-pharyngeal secretion as pos- 
sible If the patient is conscious of bringing 
up sputum only a few times a day, he is 
Instructed to wait for such times to obtain 
the specimen The patient should always be 
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instructed to bring the specimen which he 
coughs up from his chest immediately on 
awakening in the morning 

Children, and many adults, swallow their 
sputum These individuals will often state 
that they have no cough and that they raljse 
no sputum On questioning, however, they 
may admit that they have to clear their 
throats and swallow frequently Their true 
sputum may be laden with bacilli and well 
worth collecting in the proper manner 

Some persons will deny they have any spu- 
tum even when the physician can hear it 
rattling in their throats Probably this Is 
often as not a defensive psychological reac- 
tion The individual dreads the idea of tu- 
berculosis, and subconscious persuasion in- 
fluences her, sometimes him, to hinder the 
establishment of such a diagnosis as much 
as possible These instances exemplify the psy- 
chological phenomenon of resistance Then, 
again, there are individuals of such a fas- 
tidious temperament that they cannot allow 
themselves to be persuaded that they, of all 
people, could have such a horrible thing as 
sputum Persons with psychological reactions 
such as the above will often fill their bottles 
with negative saliva when they could easily 
fill them with positive sputum 

When it is suspected that the collection of 
sputum specimens by the patient Is unsatis- 
factory, resort should be had to more cer- 
tain methods These include the “laryngeal 
mirror test” (coughing tracheo-bronchial se- 
cretion directly onto a laryngeal mirror held 
over the larynx) , gastric lavage, sputum con- 
centration, cultures, and guinea pig inocula- 
tion 

The Relativeness of Negative Sputum— It 
should not be forgotten that the term “nega- 
tive sputum” is a relative one only in many 
instances It has been estimated that more 
than a hundred thousand bacilli must be 
present in each cubic centimeter of sputum 
before they can be found m a direct smear ^ 
The reason, of course, is, by analogy, the 
difficulty of finding a needle In a haystack 
Certainly a sputum which contains one hun- 
dred thousand bacilli per cubic centimeter 
can be considered negative In only a technical 
sense The relativeness of “negative” sputum 
undoubtedly gives rise to many a false sense 
of security, and provides a good argument 
for doing routine concentrates and cultures 
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Twenty-five thousand bacilh per cubic centi- 
meter of sputum mean tuberculosis just as 
emphatically as do five hundred thousand 
bacilli per cubic centimeter 

The relativeness of “negative” sputum also 
emphasizes the valuelessness of a single spu- 
tum examination A patient’s sputum may 
constantly contain, say, seventy-five thou- 
sand bacilli per cubic centimeter The lab- 
oratory may examine a score of specimens 
of this sputum by direct smear before being 
lucky enough to find a few acid-fasts 

The sputum may not contain tubercle ba^ 
cilli, even by culture or guinea pig inoculation 
test. In advanced productive lesions, in late 
acute exudative lesions, and In healed fl- 
brotlc lesions, although the x-ray may Indi- 
cate extensive involvement Thus a negative 
sputum by no means excludes pulmonary tu- 
berculosis 

Artificial Pneumothorax 

Artificial pneumothorax is the mainstay of 
collapse therapy in pulmonary tuberculosis 
The administration of artificial pneumo- 
thorax Is a relatively simple procedure, but 
it is one which can have more tragic conse- 
quences If done inexpertly than almost any 
other procedure in medicine By “inexpertly” 
Is meant not only m regard to technique but 
also In regard to the judgment as to whether 
or not artificial pneumothorax is indicated 
Many cases of tuberculosis are not suitable 
at all for artificial pneumothorax, and the 
entire course and prognosis of a case may 
be unfavorably altered by its injudicious ad- 
ministration Many cases which are unsuit- 
able for artificial pneumothorax when first 
seen may be ideal cases a month or so later 
when bed rest has reduced an acute toxic 
state The induction period — ^the initial fill- 
ing and the first few refills — Is a critical time 
in pneumothorax administration It is so 
critical that those most experienced in this 
form of therapy will not risk the chance of 
Inducing artificial pneumothorax in the of- 
fice, and certainly never in the patient’s 
home Fluoroscopic and x-ray control are 
absolutely essential It may be immediately 
evident after the initial filling that the pneu- 
mothorax must be abanoned, or continued 
with great caution as to size and frequency 
of refills Failure to recognize these Indi- 
cations may initiate a sequence of spontan- 


eous pneumothorax, fluid formation, broncho- 
pleural fistula, empyema, and the eventual 
necessity of doing a complete thoracoplasty 
The induction period of pneumothorax Is the 
most likely time for the occurrence of air 
embolism Many patients are robbed of the 
continued benefits of pneumothorax by an 
obliterative pleuritis resulting from fluid for- 
mation which, in turn, results from pre- 
mature induction in toxic cases or from fail- 
ure to recognize the presence of tense ad- 
hesions 

If the physician intends to refer his tu- 
berculous patients, he should refrain from 
instituting any active measures of treatment 
unless some urgent condition, as hemoptysis, 
demands such treatment It is not fair to 
the patient to neutralize the benefits of ref- 
erence to the speciahst by a contraindicated 
pneumothorax or by the compllcat^ions of 
pneumothorax It is not fair to the specialist 
to ask him to remedy the incurable compli- 
cations of a curable disease, or to ask him 
to continue a form of treatment which should 
never have been Instituted but which, im- 
fortimately, may now be Irreversible The 
inexperienced physician is not being fair to 
himself by indiscriminately inducing pneumo- 
thorax His lack of judgment will be per- 
ceived immediately by the specialist and 
sooner or later by the patient Tuberculosis 
is a disease which requires years of treat- 
ment There is seldom any emergent need 
for the institution of active treatment The 
time and method of active treatment should 
be chosen only after careful consideration of 
the case The question as to whether the 
patient should have bed rest alone, phrenic 
paralysis, artificial pneumothorax, thoraco- 
plasty, or a combination of these measures. 
Involves Judgment and experience which the 
specialist alone usually possesses 

The Physician’s Alertness to Tuberculosis 

Regardless of the fact that the x-ray offers 
a very exact method for the early diagnosis 
of tuberculosis, the x-ray will not be taken 
and the disease will not be diagnosed early 
unless the physician is alert to the preva- 
lence and Insidiousness of tuberculosis Tu- 
berculosis Is often far advanced before It gives 
rise to pronounced manifestations This be- 
ing so, the physician must maintain a high 
index of suspicion toward such trivial symp- 
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toms as unusual fatigue, protracted cough 
following a cold, persistent ache in the chest, 
slight weight loss, and the complaint of fever- 
ishness If tuberculosis is to be diagnosed 
early, it is manifestations such as these which 
must suggest the x-ray 

There is vast room for improvement in the 
early diagnosis of tuberculosis Even today 
about 54 per cent of patients admitted to 
sanatoria have far-advanced disease, while 
only 16 per cent of the cases are classified 
as minimal 

Tuberculosis is the seventh leading cause 
of all deaths It is the most common cause 
of death up to the age of forty-five, if acci- 
dental causes are excluded Contrary to com- 
mon opinion, it is one of the most common 


causes of death in old age With these facts 
at hand, it is not trite to advise the practi- 
tioner to keep tuberculosis in mind always 
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We all know the personal satisfaction de- 
rived from a correct diagnosis early in the 
course of disease This applies particularly 
to acute conditions and especially where 
surgical intervention is indicated It is per- 
haps no less important, however, in so-caUed 
chronic diseases because early diagnosis and 
Instigation of proper treatment often mean 
the difference betweeen success and failure 
in caring for the patient This certainly holds 
true in pulmonary tuberculosis where modem 
collapse therapy is more likely to be suc- 
cessful in unilateral lesions and when the 
duration of the disease is short 
Until recently the diagnosis of tuberculosis 
often depended upon a combination of sev- 
eral of the following factors contact history, 
symptoms, physical signs, sputum examina- 
tion, tuberculin test (especially children) and 
x-ray evidence A diagnosis of tuberculosis 
was considered only with the following symp- 
toms, unless otherwise accounted for weak- 
ness, Indigestion, loss of weight, increased 
temperature (afternoon or evening), persis- 
tent cough or expectoration, night sweats, 
hemoptysis — especially of one teaspoonful or 
more — or a pleurisy 

* Department of Research and Education Detroit 
Tuberculosis Sanatorium 


Though these factors still remain most im- 
portant, it has been shown conclusively that 
this disease produces no appreciable symp- 
toms in many cases tmtll it has progressed 
to a moderately advanced stage The detec- 
tion of early tuberculosis, from the family 
physician’s point of view, thus may be divided 
into two broad groups (1) symptomatic and 
(2) asymptomatic The general practitioner 
is chiefly interested in the first or symp- 
tomatic group since the great majority of 
the population consults him only when dis- 
turbing symptoms appear This factor in it- 
self, it is recognized today, greatly handicaps 
the physician in his abUity to make an early 
diagnosis, however alert he may be 
On the matter of physical signs, the pres- 
ent status is well expressed by Chadwick 
“Refinements of the art of percussion and 
auscultation have been developed to an ex- 
traordinary degree The result was that many 
persons without tuberculosis were wrongly 
diagnosed, given treatment and apparently 
cured of a disease they never had The fam- 
ily doctor has been much abused and the 
medical schools criticized for falling to teach 
their students how to make an early diag- 
nosis The roentgenogram came to the de- 
fense of the general practitioner and proved 
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that he had been only a few degrees farther 
off from the true course than the ultra- 
trained specialist 

In Detroit, the Department of Health, with 
the cooperation of the Wayne County Medical 
society and the Detroit Tuberculosis Sana- 
torium, carried out a thorough concentrated 
program among the general public for sev- 
eral years There were frequent radio talks, 
newspaper articles and wholesale distribu- 
tion of posters and leaflets, the latter going 
into practically every home through the 
schools The public was advised to go to 
their family physicians for examination as 
soon as symptoms appeared 

The 1940 Annual Report^ for this city shows 
that 15 6 per cent of new cases of active 
tuberculosis were classified minimal The 
results given include (a) patients reported 
by private physicians, (b) low economic 
gU'oups applying to Department of Health for 
diagnosis and care, as well as family contact 
examinations, and (c) cases diagnosed in hos- 
pitals Private physicians alone reported 19 3 
per cent minimal lesions, a higher proportion 
than the general average of 15 6 per cent 
(Table I) But are we satisfied with a one 
in five early diagnosis? 


TABLE I 


Type 

Cases 

Per Cent 

Minimal active 

216 

15 6 

Moderately advanced active 

613 

444 

Far advanced active 

553 

40 0 

TOTAL 

1,382 

100 0 


Notwithstanding a comprehensive educa- 
tional program, the percentage of early lesions 
remains low It is apparent, therefore, that 
this disease must be approached in other ways 
If the high per cent of advanced cases is to 
be reduced This brings us to consideration of 
group 2, the asymptomatic group Here it 
becomes necessary to investigate the appar- 
ently healthy for the evasive early cases by 
tuberculin test, x-ray screening or by x-ray 
directly This group is particularly drawn to 
the attention of those physicians who not 
infrequently reject the diagnosis of active tu- 
berculosis in the absence of symptoms 
A great deal of tuberculosis case-finding 
work has been carried out m recent years 
among the general public The results for 


THE Chest 

comparable groups are practically constant in 
showing that active tuberculosis can be foimd 
without appreciable symptoms and often 
without apparent abnormal physical signs 
This is particularly true in the detection of 
early lesions 

Since tuberculosis is generally recognized 
to be a greater menace in the low socio- 
economic group. In 1936 the examination by 
x-ray was undertaken of 1,000 unemployed 


homeless men 

Twenty -one 

cases, 

or 2 1 

per 

cent, 

of 

active 

tuberculosis 

were 

found 

and 

46 inactive cases (Table II) 

One notes that 




TABLE n 




ACTIVE TUBERCULOSIS SYMPTOMATIC AND 
ASYMPTOMATIC 

Case 

Age 

Color 

Clatti/icaUon Symptoms 

Siprit Contact 

1 

48 

w 

Minimal 

— 

— 

— 

2 

46 

w 

Far Adv 

+ 

+ 

— 

3 

31 ’ 

w 

Minimal 

+ 

- 

+ 

4 


w 

Far Adv 

+ 

+ 

— 

5 

34 

w 

Minimal 

— 

— 

— 

6 

36 

w 

Mod Adv 



+ 

7 

31 

w 

Minimal 

— 

— 

— 

8 

43 

c 

Minimal 

- 

— 

— 

9 

37 

w 

Minimal 

- 

- 

— 

10 

36 

c 

Minimal 

— 

+ 

— 

11 

50 

w 

Far Adv 

- 

+ 

— 

12 

21 

w 

Far Adv 

+ 

+ 

+ 

13 

34 

w 

Mod Adv 

— 


— 

14 

66 

w 

Minimal 

+ 

+ 

4- 

15 

44 

w 

Minimal 

— 

— 

— 

16 

42 

w 

Minimal 

- 

- 

- 

17 

46 

w 

Mod Adv 

— 

+ 

- 

18 

33 

w 

Minimal 

+ 

— 

- 

19 

40 

w 

Minimal 

— 

- 

- 

20 

40 

c 

Mod Adv 

— 

+ 

— 

21 

46 

w 

Minimal 

— 

— 

— 

TOTAL 



7 

10 

4 


symptoms were present in only 7, or 33 per 
cent, of those having active disease, in spite 
of the fact that 8 of the 21 active cases had 
moderately advanced or far-advanced disease 
Of the 13 classified minimal disease symp- 
toms were present in only three, or 23 per 
cents 

In 1932 a survey was made of 1,432 boys 
and girls (ages 15 to 18) in a high tubercu- 
losis rate area by the tuberculin test x-ray 
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method ^ Fourteen cases, or 1 per cent, were 
found to have reinfection tuberculosis (then 
called adult type disease), ten, or 714 per 
cent of which were classified minimal Note 
the small number in this study showing symp- 
toms or signs or contact history (Table m) 


TABLE in 

ACTIVE TUBERCULOSIS SYMPTOMATIC AND 
ASYMPTOMATIC 

Patient Clastification 

Symptoms 

Signs 

Contact 

1 

Minimal 

~ 

— 

— 

2 

Minimal 

— 

— 

— 

3 

Minimal 

— 

— 

-{-(father) 

4 

Mod Adv 

+ (1 yr ) 

SI + 

— 

5 

Mod Adv 

+ (2 mos ) 

+ 

— 

6 

Mod Adv 

— 

— 

— 

7 

Far Advanced -}- ( 2 mos ) 

++ 

-(- (lodger) 

8 

Minimal 

— 

— 

— 

9 

Minimal 

— 

— 

— 

10 

Minimal 

— 

SI + 

— 

11 

Minimal 

_ 

- 

— 

12 

Minimal 

— 

— 

— 

13 

Minimal 

Sl-i-(lwk) 

— 

— 

14 

Minimal 

— 

— 

— 


One rmght mention here that a great number 
of pediatricians routinely tuberculin test all 
their patients now 

It is appreciated that the small number of 
active cases of tuberculosis discovered by the 
usual means lends little inducement to gen- 
eral practitioners to spend much of their 
valuable time in handling these cases How- 
ever, when you add the asymptomatic group, 
the need for entering this field becomes great- 
er, with consequent increased remxmeratlon 
Diagnosis in the large asymptomatic group 
is being greatly increased today among work- 
ing groups and will be more so in the next 
few years as the result of weeding out in 
the Services by mass x-ray methods 

Though our diagnostic aim must be to find 
all early lesions, it is a worthy goal at this 
time to increase the minimal cases from one- 
fifth to four-fifths This can be done by the 
family physician and all other physicians tak- 
ing their proper place in dealing with the 
disease Observation, between x-ray readings, 
of patients with benign circular lesions is 
an example ^ A successful program along this 
line was carried out locally for a while in 


conjunction with the Wayne County Medical 
Society, known as The Medical Participation 
Program® This was certamly a move in the 
right direction and might well be renewed 
and extended in the best interests of the 
community apd the profession 

Summary 

Early tuberculosis may be divided into two 
groups — symptomatic and asymptomatic 
Thorough examination, including tubercu- 
lin test x-ray procedures should be carried 
out Immediately in all patients presenting 
themselves with suggestive symptoms 
7/ symptoms are present and persist, a nega- 
tive tuberculin test should not be depended 
upon, an x-ray being indicated before a nega- 
tive diagnosis is made It is further advisable 
to re-x-ray the lungs after a reasonable time 
should the first reading fall to show path- 
ology 

If the diagnosis of tuberculosis is considered 
only in those with suggestive symptoms, a 
large per cent of cases are missed This also 
occurs if one depends entirely on abnormal 
physical signs or on a contact history 
A positive tuberculin test during the first 
two years of life, especially the first 12 
months, generally means active tuberculosis 
For the age period three to five years, a 
positive tuberculin calls for an x-ray, re- 
peated at intervals though negative if there 
are any symptoms or if there remains m the 
household a source of infection The school 
age period 6 to 14 years has comparatively 
the least amount of active tuberculosis From 
15 years upwards the reinfection type begins 
to appear more frequently It is the more 
serious form and is mainly responsible for the 
spread of this disease 
For the detection of early tuberculosis, 
therefore, the general pubUc, particularly in 
the age group 15 to 35 years, should be x-rayed 
with or without a preceding tuberculin test 
and irrespective of whether there are symp- 
toms or abnormal physical signs This ap- 
plies especially to adolescents and young 
adults applying for high school and college 
teams, and to all who work regularly to even 
a mild degree of exhaustion either because 
of type of work (physical or mental) or be- 
cause of the number of hours so engaged 
A higher rate of tuberculosis is found in 
the poor sections of large cities and where 
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there Is usually overcrowding Where the area 
served by the physician is inhabited chiefiy 
by unsldlied labor he can expect to find the 
death rate from this disease eight times as 
high as among professional workers 

It is necessary for the detection of early 
tuberculosis that the services of a roentgenol- 
ogist be made available to all physicians for 
both their pay and non-pay patients 

Finally, the Inactive disease cases may be- 
come active if not properly advised and kept 
under observation It is the writer’s studied 
opinion that these patients will be better serv- 
ed under direct control of the family phy- 
sician Accordingly, it is advisable for the 
general practitioner to familiarize himself 
with inactive tuberculosis, especially early 
cases The care of such patients is well within 
the general practitioner’s field providing he 
is supplied with periodical x-ray interpreta- 
tions 

Recommendations — In many small com- 
munities there is a lack of x-ray facilities, 
thus handicapping the local physicians in 
the diagnosis of early tuberculosis Since the 
most important single factor of a successful 
program is the x-ray, it is suggested that the 
local cormty medical societies investigate the 
needs of communities and present a plan to 


the proper administration authority through 
the health officer ’The cooperation of local 
or nearby roentgenologists is usually assured 
on proper financial arrangements Whether 
the purchase of an x-ray machine is neces- 
sary can be readily decided In very small 
or sparsely populated areas, the roentgenolo- 
gist can use a portable machine to advantage 
and within the financial capacity of the area 
served Under any circumstances, local phy- 
sicians cannot be expected to diagnose early 
lesions unless a roentgenologist’s service is 
available The cost of this service is reason- 
ably chargeable to the community when the 
local physician certifies inability of the pa- 
tient to pay 
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DR SINGER APPOINTED MEDICAL DIRECTOR 
Dr J J Singer, Los Angeles, California, a 
Fellow of the American College of Chest Physi- 
cians, was appointed medical director of the Los 
Angeles Sanatorium, Duarte, California Dr Sing- 
er will continue his private practice at Los Angeles 
as consultant in chest diseases as well as his 
many other activities concerned with his spe- 
cialty Dr Singer is president of the tuberculosis 
section of the Los Angeles County Medical So- 
ciety, Director of the Rose Lampert Graff Foim- 
datlon, an organization devoted to research in 
tuberculosis, and Associate Clinical Professor of 
Medicine at the University of Southern CaUfomla 
’The Los Angeles Sanatorium is a national non- 
sectarian institution for the care and treatment 
of indigent tuberculous patients and it is main- 
tained by the Jewish Consumptive and Ex- 
patients Relief Association During the past thirty 
years, the sanatorium has cared for more than 
10,000 indigent patients 


ANNOUNCEMENT OF FELLOWSHIPS IN 
MEDICINE AND PUBLIC HEALTH 
(Offered by the Commonwealth Fund of New York 
Through the Pan American Sanitary Bureau) 
The Commonwealth Fund of New York a 
philanthropic foundation established In 1918 by 
the late Mrs Stephen V Harkness, announces 


that it is offering through the Pan American 
Sanitary Bureau fifteen feUowshlps for one year’s 
study of public health subjects or postgraduate 
medical courses to properly qualified persons who 
are citizens of the other American republics 
Fellowships in public health will be open to phy- 
sicians, sanitary officers technicians, public 
health nurses, etc These fellows will be selected 
through a system of cooperation with medical 
and health authorities of the different coimtrles 
concerned, and whenever deemed advisable they 
will be interviewed by traveling representatives 
of the Pan American Sanitary Bureau Each 
fellowship wUl provide living allowances while 
the holder is in the United States, travel costs, 
and tuition Knowledge of the English language 
will be among the requirements, and also the 
possession of certain specific qualifications 

The Pan American Sanitary Bureau, the inter- 
national health agency of the Amei;ican republics, 
has been for some time the recognized clearing 
house for medical and public health fellowships 
in the United States nearly 100 Latin Americans 
now being in the United States under its aus- 
pices 

Application blanks giving complete Information 
will be available through the Commonwealth 
Fund 41 Bast 57th Street, New York, the Pan 
American Sanitary Bureau, Washington, D 
or chiefs of American Missions in Latin Amer^ . 
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"'information Please"' 

A Quiz on Diseases of the Chest 


Medicine 

Surgery 

Physiology 

Bronchoscopy 

Roentgenology 


iliAJt'JliK.ib 

George G Omstein, MJD , New York City 
Champ H Holmes, MT) , Atlanta, Georgia 

Richard H Overholt, MX> , Brookline, Massachusetts 
Ralph C Matson, M^D , Portland, Oregon 
Harold D Greene, MX) , Cleveland, Ohio 
Louis H Clerf, MJD , Philadelphia, Pennsylvania 
Joseph W Post, MX) , Philadelphia, Pennsylvania 


Benjamin Goldberg, MX) , Chicago, Illinois, Presiding 


The following questions were directed to 
the above-mentioned experts at the annual 
meeting of the American College of Chest 
Physicians held at Cleveland, May 31, 1941 
The questions were submitted by the mem- 
bers of the College who attended the session 
and were answered by the experts without 
rehearsal “Information Please" with regards 
to diseases of the chest was inaugurated at 
the College meeting at New York City in 1940 
by Dr Edward P Eglee, Regent of the College 
for New York State, and it has been well 
received at each of the annual meetings to 
date The questions and replies for the “In- 
formation Please” meeting held at Atlantic 
City this year, will be compiled and published 
in a future issue of the journal — Ed 

To Dr George G Omstein 

Question What is the difference between 
gelatinous and caseous tuberculous pneu- 
monia'? 

Answer Gelatinous tuberculous pneumonia 
was the term given to the form of exudative 
pulmonary tuberculosis in which there is little 
death of pulmonary tissue The disease is 
the result of tuberculo proteins and high al- 
lergy to the latter There is a marked serous 
exudate filling the alveoU with little fibrin 
and cellular elements present The fact that 
there is little lung destruction and that the 
chief element is serous fluid, reabsorption 
and rapid healing occiurs Praenkel described 
the pathological picture weU and reproduced 
it experimentally m animals AU forms of 
exudative tuberculosis that reabsorb rapidly 
belong to this group Epltuberculosls belongs 
to this resolving form of pulmonary tubercu- 
losis 

Caseous pneumonic tuberculosis differs in 
that in the presence of a great deal of al- 


lergy to tubercle bacilli, the dosage of tubercle 
bacilli also is large In contrast to little de- 
struction of pulmonary tissue in the resolving 
exudative pulmonary tuberculosis, the reac- 
tion is characterized by the death of the tis- 
sues Involved, followed by caseation, hquifi- 
cation, and cavitary formation The course 
of the disease is that of multiple episodes of 
reinfection which usually leads to the death 
of the patient 

Question On what grounds can you say 
that exogenous re-infection is a more fre- 
quent mode of tuberculous disease than is 
endogenous re-infection’ 

Answer The question must be clanfied 
Endogenous infection may mean reinfection 
from a secondary Infection in the lung I do 
not believe the question referred to the above 
but to reinfection from the primary phase of 
tuberculous mfection If the primary phase 
of infection had not gone on to healing re- 
infection may occur from this unhealed fo- 
cus but that is entirely different from what 
the question implies Is endogenous reinfec- 
tion a frequent mode of tuberculous disease? 
I would say no First, over 99 per cent of 
the primary phase of tuberculous infection 
goes on to complete healing Secondly, if the 
tuberculous disease had to arise from the 
primary focus in the lung, the tubercle ba- 
cilli would have to move out of these old foci 
through the lymphatic system to the general 
circulation to reach other foci of lung This 
movement of bacilli is not probable in ani- 
mals sensitized previously by the primary 
tuberculous infection (Kraus-Willls and 
pathologists have pointed out that there is 
only evidence of tuberculous infection along 
the lymphatics in the primary tuberculous 
Infection, and the lymphatic system in re- 
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infection tuberculosis is characterized by the 
absence of tuberculous disease Therefore, 
those investigators who have such thoughts 
on endogenous infection stiU have to prove 
the mode of invasion through the lynaphatlcs 
from the original primary foci in the body 

Question Discuss the delayed tuberculin 
reaction and significance 

Answer I do not think that there is any 
definite accepted thought concerning the de- 
layed tuberculin skin reaction In analyzing 
the tuberculin reaction, we find in the true 
sense that it is not a specific reaction The 
inflammatory reaction is caused by a toxic 
portion split off from the tuberculin by some 
form of antibody that is present in the tissue 
oi animals and humans sensitized by a pri- 
mary tuberculous infection When I worked 
in Petroff’s laboratory at Trudeau in 1920, 
we mixed old tuberculin and tuberculous dis- 
eased lung tissue in a test tube and incu- 
bated the mixture over a period of time After 
eight hours, and more effective after 24 hours, 
some of the end product dropped into the eye 
of a normal and tuberculous rabbit would 
produce the same reaction A toxic product 
was apparently let off by the tuberculin which 
produced the inflammatory reaction in both 
the normal and tuberculous rabbit The mix- 
ture before incubation produced no such re- 
action in the normal rabbit but did In the 
tuberculous rabbit From the above experi- 
ment I assume that a delayed reaction sim- 
ply means that the tissue splits off slowly 
the toxic portion of tuberculin and 48 to 12 
hours were required for the production of a 
sufficient amount of the toxic product to pro- 
duce the reaction 

Question How would you explain a fatal 
anoxia which developed after re-expansion 
of a bilateral pneumothorax of long standing 
for extensive disease without evidence of chor 
pulmonic? 

Answer The answer lies in the fact that 
when a lung with extensive disease that has 
been collapsed by pneumothorax expands, 
there is usually less functioning lung tissue 
than before the pneumothorax This is easily 
explained on the basis of the development of 
marked thickening of the visceral pleura es- 
pecially when the pneumothorax is compli- 
cated by a pleural effusion Furthermore, 
the greater the collapse, small patchy ate- 
lectatic areas occur which may never again 


re-expand With the above in mind, two dis- 
tinct answers may be given for the fatal 
finoxla First, in reexpanding collapsed lungs 
following pneumothorax, the diseased areas 
which did not function durmg the collapse 
therapy partly reexpand and patients pre- 
viously free of expectoration, now may ex- 
pectorate a great deal Some of the phlegm 
may obstruct the bronchus to that part of 
the good functioning limg and an acute anoxia 
develops, especially where the aeration de- 
pends entirely on both lungs functioning at 
Its maximum We have seen the above hap- 
pen The other explanation is in bilateral 
pneumothorax where a spontaneous pneumo- 
thorax occurs in one of the lungs with in- 
sufficient lung volume in the other lung to 
aerate the blood This frequently happens in 
the maintenance of bilateral pneumothorax 
A number of our bilateral pneumothorax cases 
have died after leaving the hospital to be 
cared for at the outpatient clinic During 
the pneumothorax treatment the lung may 
be traumatized by the needle, followed by a 
spontaneous pneumothorax The patients 
leave the clinic feeling well but before they 
reach home suffer from an acute anoxia 
The ambulance surgeon, not familiar with the 
situation, attempts to alleviate the patient 
with oxygen Two of our patients died be- 
fore reaching the hospital We do not dis- 
charge bilateral pneumothorax patients with- 
out giving them a card with instructions for 
the ambulance surgeon or the doctor called 
The patients also carry a small kit with a 
3-inch needle and rubber tubing and bottle 
for the reUef of the spontaneous pneumo- 
thorax The card also has a diagram of how 
and where to Insert the needle into the pleural 
cavity and connect the rubber tubing to the 
needle and to a tube which reaches 1 cc be- 
low the water in the bottle which also has 
a second opening in the rubber stopper for 
the air to escape We have not had any more 
deaths of this type since 

Question How effective is a mask in the 
prevention of pulmonary tuberculosis in 
nurses, maids and orderlies? What type of 
mask is most efficient? How long does the 
average surgical mask protect the wearer? 

Answer In the past five years we have 
had our student nurses at the Metropolitan 
Hospital under careful observation We found 
that our negative tuberculin reactors 
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to positive tuberculin reactors in oui non- 
tuberculous wards (We do not allow our 
negative tuberculin reactors to have the tu~ 
berculosls service ) Because most of the nega- 
tive tuberculin reactors convert to positive 
reactors before they finish their training the 
contact is with open cases of pulmonary tu- 
berculosis on the non-tuberculosis services 
We thought of x-raylng the lungs of every 
new admission to the non-tuberculosis ser- 
vice and in that way spot the open cases 
Unfortunately the expense prohibited the pro- 
cedure We, therefore, decided with the next 
group of students entering the hospital to 
have them wear a mask whenever they are 
on a ward We had eight student nurses 
that entered training and reacted negatively 
to 1 mg of old tuberculin intracutaneously 
One of the student broke her pledge and 
worked with her mask off after five months 
She converted to a postive reactor The other 
seven at the time of the correction of the 
proofs of the question on the quiz (10 months) 
are all still tuberculin negative Therefore, 
the mask is a definite protection against tu- 
berculous infection in the nurse We like to 
use a large celluloid mask and find this type 
of mask the most comfortable of all They 
are easily cleansed by wiping the inside of 
the mask with 70% alcohol 
Question Would you treat an exudative 
productive tuberculosis by bed rest alone? 

Answer It has been my custom to treat 
this form of pulmonary tuberculosis by means 
of bed rest Most important Is the finding 
of the contact and isolating the patient from 
the contact I have been most conservative 
about the management of the resolving exu- 
dative pulmonary tuberculosis though other 
clinicians have had as good results and al- 
lowed their patients after a few weeks of 
rest to continue on with their routine work 
In one of the universities that has been the 
procedure with managing the students hav- 
ing this form of pulmonary disease I had 
two nurses who insisted on carrying on after 
this t3q3e of tuberculosis was discovered and 
the disease resolved as well and quickly as 
those I treat with bed rest I intend to use 
bed rest for the treatment of this type of 
case and especially make sure they are iso- 
lated from open cases at all times 

Question Dr Omsteln, while you are up, 
win you amplify that further In the state- 
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ment you made this morning concerning rest 
in the treatment of tuberculosis? 

Answer I asked the question about rest 
and it seems that I have to answer It We 
all have come to the conclusion that all forms 
of pulmonary tuberculosis are not alike and 
run different courses The resolving exu- 
dative forms do very well with rest and iso- 
lation from open cases The productive form 
which Aschoff called the acinous nodose form 
of pulmonary tuberculosis also has an in- 
active and usually symptomless course The 
disease slowly brouses down the lungs and 
produces the nodular type of pulmonary tu- 
berculosis It takes 20 to 30 years to progress 
sufficiently to produce enough pulmonary 
dysfunction Even in the advanced stages 
tubercle baclUi are difficult to identify in 
the sputum of these cases The disease is 
very chronic and symptomless and requires 
very little treatment 

There is need for active therapy for only 
one form of pulmonary tuberculosis and that 
is the caseous pneumonic form To make it 
simpler, the cavity form of pulmonary tu- 
berculosis I am against rest treatment alone 
in this type of pulmonary tuberculosis We 
may say that 20 per cent may spontaneously 
get weU with rest treatment Let us reverse 
the figures and say 80 per cent fall There- 
fore, I believe that once a diagnosis of cavity 
is made, one should not depend on rest treat- 
ment alone, with few exceptions Don’t wait 
but use collapse therapy at once Good re- 
sults are obtained in from 50 to 70 per cent 
of the cases Certainly no one will deny that 
patients at high altitudes breath faster than 
at sea level If there is something in the 
mountainous climate, it is not resting the 
lungs 1 do believe there is an advantage 
being in moimtalnous climate, but believe it 
is only a small part of the management and 
has nothing to do with resting the lungs 

I believe in rest in the treatment of pul- 
monary tuberculosis, but not as the sole means 
of therapy 

To Dr Champ H Holmes 

Question How much value do you now 
place in the sedimentation test in regard to 
the discontinuance of artificial pneumo o- 
rax’ 

Answer Now I feel in making this de- 
cision, that the sedimentation rate is quite 
an important thing It gives you a penetra- 
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tlon into the occult that you otherwise may 
not have The toxic or positive sputum cases, 
with a normal sedimentation rate are rare, 
and if the sputum is positive, that in itself 
could be a further guide as to whether to 
abandon pneumothorax or employ other col- 
lapse procedures I would say I would be very 
reluctant to abandon pneumothorax if the 
sedimentation rate was unfavorable 

Question What is the technic and signifi- 
cance of the Mantoux reaction (tuberculin) 
test? 

Ansioer I wiU take the significance first 
A positive Mantoux or tuberculin test means 
that there Is an infection by the tubercle 
bacilli somewhere within the body It does 
not mean disease If the individual has a 
positive skin reaction, then you know he does 
have an infection, but you must subject him 
to other methods of examination to tell 
whether or not the infection has eventuated 
in disease The technic is very simple and 
I am sure familiar to you all I think the 
paramount thing is to have a reliable and a 
fresh preparation of tuberculin The purified 
protein derivative is the one of choice That 
is, it is the most stable and is standardized 
over the country That cannot always be 
said of the old tuberculin A small amount, 
one-tenth cc, is Injected into the skin, after 
the proper cleansing, usually using acetone 
to defat the tissues After 48 hours, make 
your reading 

To Dr Richard H Overholt 

Question What is the advantage of sUk 
sutures over catgut in chest surgery? 

Answer It has been quite conclusively 
demonstrated experimentally that silk is tol- 
erated by tissues better than catgut For 
solidarity of healing, in oxir opinion, it is pref- 
erable to catgut We have used sUk In the 
past three years exclusively in clean cases 
Particularly in thoracoplasty silk is favored 
for this reason If the patient has exces- 
sive coughing, he may disrupt the catgut 
wmmd, whereas silk will usually hold or If It 
does break, it will break in a limited area 
It has been our observation that the wounds 
closed with silk, should they become Infected, 
will heal just as readUy as catgut wounds 
We have found little difference In the clos- 
ing of draining sinuses in respect to type of 
suture material used 

Question iVhat do you consider the Ideal 


balanced combination of anesthetic agents 
for major thoracic surgery? 

Answer I consider the Ideal anesthetic for 
general anesthesia in thoracic surgery, cyclo- 
propane with carbon dioxide absorption For 
lobectomy or pneumonectomy and for the 
routine type of thoracoplasty, in which there 
is not much sputum, we believe cyclopropane 
with high concentration of oxygen is the ideal 
anesthetic One can Induce anesthesia quietly 
and quickly One can then shut off on the 
cyclopropane and add just oxygen and main- 
tain anesthesia on low concentrations of the 
drug permitting high percentages of oxygen 
The recovery from the anesthetic is rapid 
Within two or three minutes following the 
conclusion of the anesthesia the patient is 
awake and able to cough The advantage of 
operating upon extremely ill and bad risk 
thoracoplasty cases under paravertebral bloc 
anesthesia is being appreciated more and 
more The cough reflex is at no time abol- 
ished, a distinct advantage In certain cases 

Question What method of closure do you 
use hi broncho-pleural fistula with an exist- 
ing tuberculous empyema? 

Answer It is necessary at first to provide 
adequate and dependent drainage The chest 
Is packed with gauze after dusting the in- 
terior with sulfathiazole powder, and later a 
thoracoplasty is carried out The particular 
type of closure depends upon the situation, 
that is, the location of the fistula and the 
condition of the underlying lung The re- 
sults are not as satisfactory as we would like, 
but we do believe that when preliminary 
sterilization of the pleural cavity can be ac- 
complished, it is possible to close a certain 
number of these large flstulae and salvage 
some of the healthy lung 

Question Can you tell us why the eastern 
statistics are not as good as the western in 
extrapleural pneumothorax? 

Answer The variation in results must be 
due to a difference in the selection of cases 
It has been our feeling that one should look 
ahead and try and decide what wiU be the 
ultimate outcome if a temporary or perma- 
nent form of collapse is employed Each case 
should be judged on its own merits If a 
patient needs a permanent form, he should 
have a permanent form, and use that Instead 
of a temporary or semi-permanent form of 
collapse Extrapleural pneumothorax cannot 
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be considered a permanent form of collapse 
for the ultimate position of the lung is un- 
certain We have used extrapleural pneumo- 
thorax only for bad risk bilateral cases that 
were denied the benefit of thoracoplasty So, 
naturally, the outcome in such a group of 
patients would not be good Any salvage, 
however, in a group of patients where death 
from extensive disease was imminent would 
be so much to the good I think the differ- 
ence in results between various surgeons must 
be a matter of selection of cases If one treats 
only patients with minimal or limited disease, 
it is possible that very excellent results with 
extrapleural pneumothorax might be obtain- 
ed with re-expansion of the lung later on 
However, I am going to let other surgeons 
try this operation on the better risk cases 
for whom we believe thoracoplasty to be safer 
and of more promise from the long range 
point of view, and then later their final re- 
sults and our final results can be compared 

Question How would you explain a fatal 
anoxia which developed after re-expansion of 
a bilateral pneumothorax of long standmg 
for extensive disease without evidence of chor 
pulmonalis? 

Ansioer It would be impossible to answer 
this question without more data about the 
pre-terminal condition of the patient Cer- 
tain alterations in the cardio-resplratory 
mechanism do take place with a shift of the 
thoracic viscera incident to the re-expansion 
following pneumothorax Some patients who 
have had a resection of the lung who have 
been followed several months or years after 
operation, show a shift of the mediastinum, 
with a distortion of the heart and other 
thoracic viscera so they get into serious dif- 
ficulties In one case sudden death was at- 
tributed to such a cause Patients seem to 
tolerate a shift to the left better than to the 
right Recently, Dr Stone, who is here today, 
was called to see a post-pneumonectomy pa- 
tient who suddenly presented an alarming 
picture with an extremely rapid pulse and 
cyanosis It was his feeling and ours that 
the cardio-resplratory mechanism was dis- 
turbed by a marked distortion of the thoracic 
viscera A thoracoplasty was performed un- 
der paravertebral anesthesia Immediately 
there was a drop of pulse and respiratory 
rate and the patient improved I am con- 
vinced that the distortion of the mediastinum 


THE Chest August 

with shift of the heart, especially to the right, 
affects the great vessels and the heart When 
pneumothorax cases are re-expanded, we must 
watch carefully for disturbances that may 
take place in connection with a distorted po- 
sition of the thoracic viscera 

Question What complications, If any, have 
developed In cases in which a Semb type op- 
eration has been done’ Are they more com- 
mon on the right or left side? 

Answer The most common complication, 
of course, is the formation of excessive fluid 
In the aplcolytic pocket This may exert pres- 
sure on the underlying lung The pressure 
of fluid In the space may tend to cause a 
separation of the upper part of the wound, 
especially in patients who have severe cough- 
ing spells If the patients are watched care- 
fully, and if excess fluid Is removed by aspira- 
tion, this complication is of no consequence 
Infection of the aplcolytic space is a serious 
complication that may be encoimtered Of 
course, in carrying out surgery tissue is ex- 
posed, bacteria may be Introduced, and in- 
fection may follow Normally, tissues will 
resist the introduction of a few bacteria 
Thoracoplasty patients are particularly handi- 
capped in this regard to several factors 
Chronic illness has lowered general resist- 
ance The wound Is large and is closed leav- 
ing a large dead space In thoracoplasty the 
surgeon must be sure he does not introduce 
bacteria while the tissues are open The 
surgeon must also be sure that the lung is 
not iniured during its mobilization, as bac- 
teria may be liberated from infected lung 
tissue If every precaution is taken, there 
should be very few complications from the 
Semb operation It is my impression that 
complications are not encountered more on 
one side or the other 

Question What Is the treatment of endo- 
bronchial tuberculosis causing almost com- 
plete stenosis and atelectasis? 

Answer I would agree if the patient is 
doing well clinically, is free of symptoms and 
is not apparently suffermg from suppura- 
tion distal to the stenosis, then, of course, 
a resection, either lobectomy or pneumonec- 
tomy, is not indicated However, I think in 
the future that pulmonary resection for this 
type of lesion, which threatens life on ac- 
count of drainage difficulties or an extension 
of the process into the trachea or contra- 
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lateral bronchus, will be employed with in- 
creasing frequency The resection must be 
carried out while the other iung is sound 
Question In the treatment of pure tuber- 
culous empyema (secondary infection ruled 
out by repeated aerobic and anaerobic cul- 
tures) plus a pleuro-bronchlal fistula, do you 
do an open drainage before going ahead with 
thoracoplasty? 

Answer Yes I think I can answer that 
question without quaUfying It Patients who 
have fairly large fistula are very apt to spill 
unpredictable amounts of tuberculosis ma- 
terial over into the opposite lung during op- 
eration I think the safest thing is to provide 
external drainage and follow with any suit- 
able procedure to bring the chest wall down 
to meet the lung 

Question In the management of unsuc- 
cessful extrapleural pneumothorax which has 
become complicated by tuberculous empyema, 
would you advise re-expansion followed by 
thoracoplasty? 

Answer Some of these questions are a little 
bit difficult Much depends upon the con- 
dition of the underlying lung If there had 
been considerable destruction of the imder- 
lylng lung by the disease, I believe that one 
would want to bring the chest wall down to 
meet that limg without trying to re-expand 
it first The same principles should apply 
when dealing with trouble developing in ex- 
trapleural pneiunothorax as apply when han- 
dling complications of intrapleural pneumo- 
thorax The best treatment is to avoid these 
troubles When tuberculous empyema devel- 
ops in either case, I believe that the best 
solution is to remove the pus by aspiration, 
replace by air, and then obliterate the space 
by moving the chest wall to a new location 
Question Have you used annealed steel 
wire for closure of a bronchus in lobectomy 
and pneumonectomy, and do you think it is 
superior to silk? 

Answer I have not used silver wire in the 
closure of the bronchus so that I do not have 
an opinion as to its superiority to silk In our 
experience, closure of the bronchus with In- 
terrupted silk sutures has been quite satis- 
factory Healing without fistula formation 
has been accomplished in most Instances when 
we were not treating a suppurating lung The 
silk sutures are placed in the stump as end 
sutures—then mattress sutures above Re- 


cently we have applied sulfathlazole powder 
directly on the stump after its closure The 
area is then covered with pleura or muscle 
tissue The thorax is closed without drain- 
age Silk sutures have the advantage of being 
handled well should infection develop at the 
point of suture The patients may cough them 
up or some may be removed bronchoscopi- 
cally I would hesitate to use silver wire fear- 
mg that such suture material would not work 
Itself free from the stump as easily as silk 
in the event of infection I hope Dr Matson 
will try silver wire and let me know how he 
gets along 

To Dr Ralph C Matson 

Question What is the advantage of silk 
sutures over catgut in chest surgery? 

Answer We are using cotton thread instead 
of silk in surgery 

Question How long should I wait for ad- 
hesions to stretch before doing pneumonaly- 
sis? 

Answer A few years ago in our first work 
we said six months and with Improved tech- 
nics and other factors, we worked down to 
three to five months Now in most of our 
cases we go in very early We don’t wait for 
inspection 

Question What is the anesthetic of choice 
for lobectomy? Is Vitamin K of any value 
for hemostasis? 

Answer I think Vitamin K is valuable, 
and the choice of anesthetic is cyclopropane 
with helium 

Question Have you used annealed steel 
wire for closure of a bronchus in lobectomy 
and penumonectomy and do you think It is 
superior to silk? 

Answer I haven’t used it and I don’t think 
it is superior to silk 

To Dr Harold D Green 

Question What change, if any, blood cir- 
culation time takes place In patients upon 
whom a thoracoplasty has been done? We 
might assume that it is a complete thoraco- 
plasty, and therefore, a collapse of one entire 
lung 

Answer I think first I should define what 
might be meant by circulation time in this 
particular case The total circulation time as 
usually measured from systemic vein through 
the lungs to systemic capillaries might be di- 
vided into the circulation time from the peri- 
phery to the lungs, the circulation time 
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ORGANIZATION NEWS 

CUBAN CHAPTER ELECTS NEW OFFICERS 

The Cuban Chapter of the American Col- 
lege of Chest Physicians met at Havana, Cuba, 
June 26 and the following officers were elect- 
ed Dr Alfredo Antonetti, President, Dr 
Francisco J Menendez, Vice-President, Dr 
R Sanchez Acosta, Secretary-Treasurer Dr 
Antonio Navarrete, Havana, Regent of the 
College, gave a report on the Eighth Annual 
Meeting of the American College of Chest 
Physicians which he attended at Atlantic City, 
New Jersey, June 6-8, 1942 


DR WM ATMAR SMITH ELECTED 
PRESIDENT 

Dr Wm Atmar Smith, Charleston, South 
Carolina, a Fellow of the College and formerly 
Governor of the College for the state of South 
Carolina, is the incoming President of the 
Medical Society of South Carolina 


DR REDFEARN ELECTED PRESIDENT 

Dr James A Redfearn, Albany, Georgia, 
Governor of the College for that state, was 
Inducted into office as President of the Geor- 
gia State Medical Society 


BOOK REVIEWS 

THE HEART IN PREGNANCT AND THE CHILD- 
BEARING AGE By Hamilton and Thompson Cloth 
Pub 1941, by Little, Brown and Co 402 pp Price $5 00 

Although there are several books available 
at this time which cover this subject, this 
book fills a distinct place because of the 
amount' of well studied matenal presented 
and the manner of presentation It is di- 
vided into three books, the first dealing with 
‘‘The Cardiac In Pregnancy,” the second with 
‘‘Physiology of the Circulation in Normal 
Pregnancy and in Pregnant Women with 
Heart Disease” and the third with “The Heart 
Diseases in Pregnancy and the Childbearing 
Age ” Their subject matter and discussions 
are based upon actual experience in the clas- 
sification, observations and treatment of sev- 
eral hundred pregnant cardiacs Unfortu- 
nately they have chosen to use a classifica- 
tion not in vTide use and perhaps confusing, 
as their group 1 is the most serious and their 
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group 3 the least, while the more widely used 
New York classification has a reversal use. 
Class 1 bemg th6 least serious and Class 4 
the most aggravated case 
They present the customary statistical 
studies and criteria This is followed by a 
very complete review of circulatory changes 
associated with pregnancy in both the nor- 
mal and the cardiac patient The final book 
deals with the various types of heart disease 
that may be present in this age group and 
cites their experience with each type There 
IS also a short section dealing with the proper 
method of obstetrical control and after care 
written by Frederick C Irvmg 
It is the reviewer’s opinion that this book 
is of value, not only to the general practi- 
tioner and obstetrician but also to the cardi- 
ologist It clarifies many circulatory problems 
and presents common sense methods of diag- 
nosing, classifying and treating these patients 
Homer P Rush, MD 


NEUROANATOMY Fred A Meltler, A M , HLD , TbOJ 

C V Mosby, St. Louis, 1941 Price $6 50 

This exceptionally well-written text has 
succeeded m drawing attention to those gen- 
eral anatomic relationships and concepts 
which form the basis for the manipulations 
of practical medicine Its value is enhanced 
fay the deletion of nebulous views and the 
almost total incorporation of well illustrated 
available information This present work is 
divided mto two parts, the first of which 
deals with the topography and morphology 
of the central nervous system as seen with 
the naked eye The second part is the micro- 
scopic section and concerns itself wdth the 
establishment of a sound and usable func- 
tional viewpoint The illustrations show that 
considerable effort has been applied Their 
clarity and method of design are somewhat 
unique and on casual observation, it is very 
apparent that they form one of the attrac- 
tive features of this text Paramount is the 
fact that the subject matter is presented in 
a manner which makes its use Imperative in 
all branches of medicine There is very little 
doubt but that this book will become a popu- 
lar standard text and it is without doubt, 
a valuable contribution to medical litera- 
ture 

Maurice F Snitman, MD 
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T he ease of appucation of the “Tuberculin Patch 
Test (Voilmer) Lederlc ’and its reliability recommend 
It as an important first step m tuberculosis case-finding 
Extensue use has prosed that the Voilmer Patch Test 
almost never misses a case of actn e tuberculosis, except 
where other methods have also failed^ In a recent com- 
parative siudv 2 m w Inch the patch test w as applied simul- 
taneously with the Mantoux test to 1535 persons, mostly 
school children, the results for the tw o tests w ere the same 
for 99% of tltose tested 

“The Tuberculin Patch Test (Voilmer) Lederle" en- 
courages the arrangement of case-finding campaigns, 
gives satisfactory, accurate results, and does not produce 
reactions of troublesome seventy^ 
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POWERS 

Rapid Chest X-Ray 
Service 

A widely endorsed Paper Roll Method for 
making group radiographic examinations 
of the thorax which conserves the sub- 
ject’s time 

CONVENIENT 



Powerful portable x-roy apparatus is set up on 
your premises This equipment is capable of pro 
ducing from 125 to 150 "[A " full size radio- 
graphs per hour Competent attendants super- 
vise the entire radiographic procedure The Roll 
Method permits radiographs to be interpreted 
quickly by your own medical supervisor 

INEXPENSIVE 

The amazingly low per-unit cost is predicated 
upon the total number of subjects to be radio- 
grophed within a determinable period of time 
No investment in equipment is necessary one 
price covers the complete Powers Service 

LESS PRODUCTION LOSSES 



An employee need be absent from his occupa- 
tional work only 10 minutes or less in order to 
have an exposure made Based upon a personnel 
of 500 individuals, the total loss of productive time 
IS equivalent to but 84 work-hours of one person 
a valid consideration during this period of 
National Emergency 

Write for comprehensive data 
available on request 

POWERS X-RAY SERVICE 

CZ.EN COVE • NEW YORK 
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G-E PHOTO-ROENTGENOGRAPHY 




CLINICALLY the dependably accurate G-E 
Photo-Roentgen Unit is well up in the scale of 
usefulness as a practical tuberculosis case-finder 
Photo-roentgenograms on 4 by 5 film have been 
proved reliable by comparative tests on thousands 
of persons reported in accredited medical htera- 
ture These tests show 4 by 5 films to be accurate 
within approximately 2% when compared with 
standard 14 by 17 inch roentgenography as a case- 
findmg medium 

COST too IS in your favor for (1) anti 

material cost m 4 by 5 photo-roentgenography is 
only about 1/10 that of large-film procedures 
(2) need for re-raymg is reduced to a minimum 
by the 4 by 5 method in contrast to the high 
percentage of retakes required with smaller ‘ minia- 
ture film technics and (3) there are important 
savings in professional time for single 4 by 5 films 
can be exposed and processed immediately as 
compared with the 36-film roll method that requires 
exposure and processing of the entire film roll 
before examination can begin In these consider- 
ations you have the only true measure of economy 
— lowest cost per case found 

Learn at first hand why G-E photo-roent- 
genography IS UP clinically— DOWN in cost by 
reading reprints of recently published )oumal re- 
ports These and a booklet on the newest equip- 
ment for photo-roentgenography will be sent to 
you free on request Write today to Dept G16 


GENERAL ELECTRIC X-RAY CORPORATION 

2012 JACKSON BOULEVARD CHICAGO, ILLINOIS 




163 



Looking AKeaJ witk tke 


i_^eiitury 


Resourceful physicians, with faith in the future, are investing 
today for tomorrow's needs by installing modem shock 
proof X ray equipment 


Though moderately priced, the Picker Waite "Century" com 
blnatlon fluoroscopic radiographic x ray unit Incorporates 
many of the features found only in the most expensive 
X ray apparatus 


Completely flexible, the "Century" facilitates fluoroscopy 
and radiography in every position from theTrendelenberg to 
the vertical, without remonng tbt patient from the table • Frac 
tional second exposures are routine procedure. It is ideally 
adapted for fast chest and gastro intestinal radiography 

The "Century" was designed with an eye to the future 
Hundreds of "Century" owners will experience with their 
equipment, the same efficient service and consistent opera 
tion in 1952 that they now enjoy in 42. Write for literature 

jfMlUblt icOb mvitr dript OpitenaJ 
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Editorial Comment 


Proorcmi Some of the sessions which are of 
tr LI 'Ll especial Interest to the members 
nigniignts of the American College of Chest 
Physicians, as taken from the pro- 
gram of the College meeting to be held at Atlantic 
City, June 6-8 are “A Joint Session of the Ameri- 
can Broncho-Esophagological Association and the 
American College of Chest Physicians”, “A Dis- 
cussion of the Tuberculosis Problem from the 
Viewpoint of the Army, Navy, Veterans Adminis- 
tration, Public Health, and Organized Medicine” 
"A Luncheon Meeting sponsored by the Council 
on Undergraduate Teaching in the Medical 
School” and the "General Scientific Assemblies " 
The Joint Session of the American Broncho- 
Esophagological Association and the American 
College of Chest Physicians will bring together 
the bronchologist, the chest surgeon and the 
internist in an interesting discussion concerning 
all phases of bronchoscopy 
The discussion of the tuberculosis problem 
from the viewpoint of the Army, Navy, Veterans 
Administration, Public Health and Organized 
Medicine, wUl be presented to us by Brigadier 
General Charles C Hillman for the Army Com- 
mander Robert E Duncan for the Navy, Dr Roy 
S Wolford for the Veterans Administration, Dr 
H E HUleboe for the U S Public Health Service 
and Dr Esmond R Long for the Committee on 
Tuberculosis of the National Research Council 
The meeting sponsored by the Council on 
Undergraduate Teaching in the Medical Schools 
will present the latest developments In the ef- 
forts of the College to Interest the deans and 
faculties of our leading medical schools In the 
a^ancement of the teaching of tuberculosis and 
other diseases of the chest to our medical stu- 
dents Dr E W Hayes Chairman of the Council 
will bring us a report on the meeting of the 
^ociatlon of American Medical Colleges which 
he attended as a guest speaker at Richmond 


Virginia, last year Other teachers who will speak 
at this session will be Dr Jay Arthur Myers 
Dr A J Cohen and Dr Ralph C Matson 

C M H 


nnorlwill This year, the medical meet- 

'fOOawiU ^ Atjantlc 

Ambassadors city win give prominence to 

speakers and scientific ex- 
hibits from our good neighbors “South of the 
Rio Grande” We are more than pleased to 
welcome these grand feUows from our sister re- 
publics, who, by their presence, will express to 
us their deep feeling of comradeship In this 
great emergency 

The excellent scientific exhibits brought here 
from the Latln-Amerlcan countries will be shown 
In the Scientific Assembly Auditorium at the 
American Medical Association meeting to be held 
at Atlantic City, June 8-12 We are hapnv to 
announce that some of these exhibits will be 
shown by Fellows of the American College of 
Chest Physicians from the Argentine We are 
also happy to announce that places on our pro- 
gram will this year be occupied by FeUows of 
the College from Cuba, Mexico and the Argen- 
tine 

These men will travel long distances and en- 
dure many Inconveniences In order to attend our 
meetings It Is up to us to show our apprecia- 
tion to these goodwill ambassadors by making 
certain that there wiU be a good attendance at 
each of the sessions Our guests wlU bring to 
us much beneficial Information We will also 
have an opportunity to meet and know our neigh- 
bors better Every FeUow and Associate of the 
American College of Chest Physicians owes It to 
himself his country, and his CoUege to greet 
these Fellows at Atlantic City The dates of the 
College meeting are June 6-8 F W B 
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Chemotherapy of Tuberculosis and the Mode of 
Action of the Sulfonamide Compounds* ** 

RALPH R MELLON, MX) ** 

Pittsburgh, Pennsylvania 


There have been a significant number of 
papers dealing with the effect of various 
sulfonamide compounds on the tubercle ba- 
cillus It is not important to refer to more 
than a few of these because, with the ex- 
ception of the recent work of Feldman and 
his associates,' their therapeutic effect in 
experimental animals has not been of a criti- 
cal nature 

Considered as a whole, the studies preced- 
ing Feldman’s fail into two groups first, 
those claiming a definite degree of protec- 
tion, and second, those that failed to demon- 
strate such an effect Among the latter group 
of investigators are Stelnbach and his co- 
workers,2 Kolmer and associates,^ and Smith- 
burn'' In the former category are Rich and 
Foliis,® Locke, et al,® and Greey, Campbell 
and Culley ^ The discrepancies appear to be 
accounted for largely by such variables as the 
size and duration of drug dosage, the Inter- 
vals between doses, route of administration, 
etc The species of animal used for test 
also plays some part 

The trials were not limited to sulfanila- 
mide Sulfapyrldine, as well as a dodecanoyl 
derivative of sulfanilamide,® and certain acyl 
derivatives,® have also been employed The 
most that has been accomphshed •with these 
compounds is the demonstration of a gro'wth 
inhibition on the microorganism in vivo, but 
only as long as administration of the drug 
was continued When it was ■withdrawn, the 
bacteriostatic effect disappeared 

However, the recent results obtained by 
Feldman' fall into a different category They 
employed one of the better kno'wn sulfones 
against a variant of the classical H-37 strain 
of tubercle bacillus The trade name of the 
drug Is Promin Chemically, it Is the sodium 
salt of p,p’-dlamlno-dlphenyl-sulfone-N,N’- 
dextrose sulfonate Apparently it is inactive 
in this form, but when given orally, the 


* Read before the Seventh Annual Meeting of 
the American College of Chest Physicians the 
Hotel Statler Cleveland, Ohio, June 1, 1941 

••Director, Institute of Pathology, The 'Western 
Pennsylvania Hospital, Pittsburgh, Pennsyl- 
vania 


sodium dextrose sulfonate is split off and 
the original diamino-dlphenyl-sulfone is re- 
generated This is its active form 

In one series of guinea pigs, administra- 
tion of the drug was delayed as long as six 
weeks after inoculation of the organism and 
a positive tuberculin test was in evidence 
The recovery of 7 out of 8 animals of this 
series proves beyond question that an active 
progressive tuberculosis was being treated 
Indeed, about as large a percentage of ani- 
mals recovered after a six weeks’ Interval 
between Inoculation of the organism and ad- 
ministration of the drug, as occurred when 
both were given on the same day More- 
over, there was an inability of emulsions of 
their organs to infect fresh pigs on injec- 
tion 

What may eventuate as an important con- 
ditioning feature of the experiments was the 
modest virulence of the tubercle strain em- 
ployed The EV (rough colony, -virulent) H- 
37 strain employed by them is not of the 
high virulence of the S (smooth colony) 
phase and this is borne out by the 6-month 
period required for death of the untreated 
animals A conditioning feature of another 
kmd is the rather high toxicity of the drug, 
which becomes especially important in a 
chronic disease Nevertheless, the experi- 
ments are sufficiently conclusive to justify 
therapeutic trials in man which, I under- 
stand, are now in progress The authors are 
justifiably cautious in the clinical inferences 
drawn from their experimental work 

The Mode of Action of the Sulfonamide 
Compounds 

We shall center our attention primarily 
on the drug’s impact against the germ it- 
self, inasmuch as the participation of the 
host’s immunity mechanisms, although im- 
portant, are at best secondary Of the various 
hypotheses originally proposed, the ones be- 
ing sustained by experiment are those con- 
nected ■with sulfanilamide’s interference with 
the respiratory function of the microorganism 
— in other words, with its enzyme systems 
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The first definite demonstration that an 
enzyme per se might be Involved came from 
the studies of Locke and his co-workers® at 
the Institute of Pathology of the Western 
Pennsylvania Hospital At about the same 
time Lockwood‘0 suggested that a protease 
might be. affected, by reason of peptone’s 
interference with the action of sulfanilamide 
In its original form, the theory pre-supposed 
that the free amino group of sulfanilamide 
had been oxidized to a moderate degree, be- 
cause such oxidation products have been 
known previously to have very definite anti- 
enzymatic properties 

One of the products to which we refer is 
represented by Fig 2 in the above diagram 
Chemically it is a hydroxyl-amine derivative 
of sulfanilamide (Fig 1) It has been dem- 
onstrated that this derivative completely in- 
activates the enz 3 ,Tne catalase and to a cer- 
tain extent the enzyme peroxidase This 
would mean that the hydrogen peroxide, a 
respiratory product that is normally pro- 
duced by most strains of pneumococci and 
hemolytic streptococci would not be destroy- 
ed, and as a result, the microorganisms would 
be subjected to the rather considerable toxic 
action of this substance 


In support of the theory that this might 
constitute one of the mechanisms involved 
in the bacteriostatic action of the sulfona- 
mide compounds are certain interesting 
clinical and experimental considerations 
Thus, it has been shown by Shinn for the 
pneumococcus" that the bactenostatic ac- 
tion of sulfanilamide on a susceptible strain 
is reduced in proportion as the aerobic con- 
ditions are dunlnished, and correspondingly, 
peroxide production falls off until under an- 
aerobic conditions none is to be detected 
On the clinical side it Is a well-known fact 
that abscesses and other necrotic foci are 
notoriously lacking in their oxygen content 
Not only is the circulation of such foci seri- 
ously impaired, but the broken down products 
of pus such as the peptone-hke substances 
tend to absorb any oxygen that might other- 
wise have entry into the focus of the in- 
fection In other words, the local conditions 
are probably so largely anaerobic as to block 
effectively any oxidative changes in the sul- 
fanilamide molecule On the other hand, this 
evidence In behalf of the oxidative theory 
Is scarcely more than presumptive, because 
there are other substances in pus which may 
have an important role to play Moreover, 
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It Is by no means invariable that bacteno- 
stasis may not take place mider strictly an- 
aerobic conditions, as Indeed has been indi- 
cated in the Shinn experiments Just quoted 

The latter point was brought to the fore 
particularly in the experiments of Broh- 
Kahn,>2 who showed that the colon baciUus 
under very stringent conditions of anaero- 
biosis is vulnerable to the bacteriostatic ac- 
tion of sulfanilamide Moreover, under these 
conditions, sulfanilamide caused the poison- 
ing of an oxygen transportase (enzyme), thus 
Indicating that, for the Inactivation of cer- 
tain enzymes oxygenation of sulfanilamide’s 
free amino group was not essential As ad- 
ditional evidence for the enzyme inactiva- 
tion theory are the studies of MacLeod,'^ who 
showed that certain dehydrogenases of the 
pneumococcus are also inhibited by sulfa- 
pyridine These enzymes are also concerned 
with the germ’s utilization of oxygen in its 
metabolism 

Furthermore, it is now clear that the clini- 
cal acidosis caused by sulfanilamide results 
from the inactivation of the enzyme car- 
bonic anhydrase This action is referable to 
the activity of the SO,NH, group of the 
sulfanilamide molecule rather than to the 
free amino group (Fig 2, Diagram I) The 
first indication of such an effect on this 
enzyme was the work of Locke which was 
referred to in our paper before the Ohio 
State Medical Society in May, 1940 '•< How- 
ever, these experiments could not be com- 
pleted until some months later 

Meanwhile, a paper by Mann and Kellln'5 
appeared on the same subject and Locke’s 
announcement came a few weeks later 
’Thus, this observation was made indepen- 
dently by two different workers in different 
coiuitries at virtually the same time, but if 
the ethics that have previously decided prior- 
ity considerations continue to be practiced, 
not only will Mann and Keilln’s work receive 
priority, but Locke’s likely will be overlooked 

Despite the fact that there is considerable 
evidence in support of the oxidative enzy- 
matic point of view, there is developing a 
gradual accumulation of experimental ob- 
servations that, for the moment at least, are 
not to be reconciled with its oxidative as- 
pects For example, the inactivation of car- 
bonic anhydrase takes place when the free 
amino group is inactivated by acetylation and 
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is therefore not susceptible of oxidation (See 
Diagram I, Fig 5) Furthermore, substituents 
of the BO„NH, group such as thlazole or 
pyridine prevent the inhibition of carbonic 
anhydrase, even In the presence of an un- 
blocked free amino group Accordingly, it is 
the sulfonamide rather than the free amino 
group that is Involved 

There is also the fact that Type 3, Group 
A, hemolytic streptococci have not yet been 
demonstrated to produce hydrogen peroxide 
and yet they are among the most vulnerable 
strains to the action of sulfanilamide Again, 
the staphylococcus aureus produces catalase, 
but sulfanilamide is not critically effective 
against this organism On the other hand, 
sulfathiazole is clinically effective and sulfa- 
pyridine somewhat less so One can only infer 
that if catalase inhibition is Involved at all, 
It is certainly not the only factor contributing 
to the bacteriostasis Indeed this evidence 
is in line with our earlier assessment of the 
enzymatic theory, which was viewed as hav- 
ing a much broader coverage than its cata- 
lase-peroxide aspect 

Nevertheless, it should not be lost sight of 
that, in localized Infections where it is pos- 
sible to combine the use of H^O, and sulfa- 
nilamide, curative effects can be obtained in 
cases that have proved refractory to sulfa- 
nilamide alone or in combination with other 
antiseptic agents This is strikingly illus- 
trated by Schneider'8 in his report of two 
cases, one of osteo-periostitis and one of In- 
tramuscular abscess The lesions were flush- 
ed out -with the peroxide solution containing 
dissolved sulfanilamide 

In this cormection Schneider quotes a per- 
tinent experiment of Fox who found that the 
bacteriostasis resulting from the addition of 
small amounts of H„0, to cultures of strepto- 
coccus hemolyticus containing 10 mgm of 
sulfanilamide per 100 cc of media, was more 
than 10 times greater than with correspon - 
ing amounts of sulfanilamide alone, and 
more than 200 times greater than the stasis 
produced by peroxide alone 

On the other hand, peroxide is capable 
of oxidizing other substances in wounds to 
addition to the sulfanilamide, although 
whether the net effect of such a reaction 
would help to overcome the infection is no 
clear But the experiments of Burton and 
the McLeods'9 show that the bacteriostatic 
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effect of the oxidation products of sulfa- 
nilamide are much more effective against 
certain organisms than the unoxidlzed sulfa- 
nilamide 

An additional factor of importance appears 
to have been identified by Cobum and West 2 “ 
It was already known from the studies of 
Knight^i that in the presence of nicotinic 
acid, the staphylococcus aureus can synthe- 
size co-zymase, a factor indispensable for its 
growth However, the failure of this synthe- 
sis to occur in the presence of sulfapyridlne 
has led Cobum and West to infer that the 
drug has blocked it The chemical similarity 
of the pyridine nucleus with the nicotinic 
acid and adenine portions of the co-zymase 
molecule might well conduce to its interfer- 
ence with the synthesis of co-zymase, there- 
fore explaining, at least in part, an increased 
specificity against this organism, over and 
above the action of sulfanilamide against it 
In this instance apparently, it is not a case 
of Inactivation of the enzyme per se, but 
rather of blocking its action by interfering 
with its co-enzyme It represents an appli- 
cation of a concept whose chemotherapeutic 
applications have been formulated by FUdes 22 
In his terminology the nicotinic acid is an 
“essential metabolite,’’ because it forms the 
basis for the synthesis of co-zymase, to which 
he refers as a “growth factor ’’ 

Pildes and his associates had already work- 
ed out a similar situation for the hemolytic 
streptococcus and for the pneumococcus In 
this case the essential metabolite proved to 
be p-aminobenzolc acid, whose chemical 
structure is shown in Diagram I, Fig 6 It 
is seen to be strikingly similar to sulfanila- 
mide, thus conducing to its chemical compe- 
tition with the drug * ’The fact that in the 
presence of p-amlnobenzoic acid the bacterio- 
stasis of sulfanilamide is dispelled is most 
significant and the evidence accumulating 
in behalf of this theory of the mode of sulfa- 
nilamide’s action is Indeed impressive Al- 
though this reaction is demonstrated most 
readily in the test tube, it is also capable, 
apparently, of taking place in vivo For ex- 
ample, mice which have been Infected by 
streptococci, but given p-aminobenzolc acid 

• On the other hand, Bliss and Long 23 m a re- 
cent paper show that structural amharlty is 
not essential to competitive action, for methio- 
nine shows a marked antagonistic action to- 
ward sulfanilamide 
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at the same time, die in the presence of an 
otherwise curative dose of sulfanilamide 2'< 

Locke,’ who formulated the peroxide theory, 
is of the opinion that an important aspect 
of the competition between sulfanilamide and 
para-amlnobenzolc acid consists in the great- 
er affinity of the latter for 0„ In such 
event, it would deprive sulfanilamide of the 
oxidation considered necessary for its activa- 
tion Only experiments directed to this point 
could establish its validity Again, it is con- 
ceivable that the two points of view supple- 
ment each other ’That is to say, the entry 
of suLfathiazole into the co-zymase molecule 
might involve the oxidation of its free amino 
group Here, again, experimental demonstra- 
tion is required if the necessary reconcilia- 
tion between the somewhat different mecha- 
nisms of enzyme inactivation is to be brought 
about 

The aspect of the enzyme-blocking point 
of view that appeals particularly to the au- 
thor is the plausibility of the explanation that 
it offers for specificity differences ’This has 
been partially accounted for above, in the 
increased kction of sulfapyridlne over sulfa- 
nilamide in staphylococcus aureus infections 
A somewhat general similarity between the 
sulfapyridlne and sulfathlazole molecules 
makes it probable that the same explana- 
tion also holds in the case of the latter In- 
deed sulfathlazole is usually critically effec- 
tive against staphylococci which cannot be 
said of sulfapyridlne This effect may in turn 
find explanation in the fact that sulfathia- 
zole actually stimulates the respiration and 
possibly the local resistance of the tissues 
against this organism, as will be discussed 
presently 

If this rather brief review of what is 
known at the present time of the biochemical 
aspects of the mode of action of the sulfona- 
mide compoimds does nothing else, it should 
Impress one with the complexity of the bio- 
chemical considerations involved Indeed, it 
has been rather obvious from the beginning 
that no one simple explanation was destined 
to explain the mode of action of these drugs, 
particularly when it became clear that their 
respiratory mechanisms were probably pri- 
marily concerned However, as time goes on, 
it becomes clearer that the growth inhibi- 
tion, which Is the keynote of the drugs’ ac- 
tion, is to be thought of as a starvation 
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Their effect in resistance against the pneumo- 
coccus Is measurable by the rate at which 
the host can consume oxygen However, there 
is an optimum range as can be demonstrated 
in the rabbit, for example 

Thus highly virulent pneumococci injected 
into a rabbit in the optimum range, are 
quichly removed from the circulation, where- 
as an animal varying much from this opti- 
mum in either direction will usually die of 
sepsis Certain hormones, cortm particularly, 
and such vitamins as Bj, can reinforce this 
general resistance state very effectively as 
has been shown by Locke 

This fact gave us the idea originally of 
joining chemically vitamin to sulfanila- 
mide, but this not being feasible, its thiazole 
nucleus was combined for us by Fosblnder 
and Walters of the Maltbie Chemical Com- 
pany of Newark, New Jersey Whether the 
superiority of sulfathlazole over sulfanila- 
mide against the pneumococcus, staphylococ- 
cus, etc , will find its entire explanation In 
its increase of tissue resistance (as measured 
by Increased oxygen consumption, etc ) Is 
doubtful, especially in view of the specificity 
trend shown in the experiments of West and 
Coburn 

Nevertheless, experiments at present being 
conducted by us indicate that for certain 
tissues (Warburg technique) sulfathlazole 
produces a very appreciable Increase in oxy- 
gen uptake, in contrast to sulfanilamide which 
In higher concentrations, depresses their nor- 
mal rate of respiration, and in lower con- 
centrations does not stimulate There are 
numerous clinical Instances coming to our 
attention where patients with low-grade in- 
fections have been cured with long-continued, 
but small, noses of the drug 

Finally, we wish to emphasize again that, 
in concentrating our attention in the begin- 
ning on the catalase-peroxydase system of 
enzymes, we had no intention whatever of 
attempting to limit the effect of the several 
sulfonamides’ action to this one enzyme sys- 
tem This, unfortunately, has been the un- 
warranted assumption of some writers 

Summary and Conclusions 

In one of the suKones is to be found the 
first chemotherapeutic agent against tuber- 
culosis that has sufficient promise experi- 
mentally to justify a thorough-going trial 


clinically 

As regards the difficult problem concern- 
ing the mode of action of the sulfonamide 
compoimds generally, it is becoming clearer 
that their biochemical effects are such as to 
interfere with the nutrition of the bacteria 
This they do by damaging their enzyme 
systems Theoretically, this can come about 
in at least two ways, they may inactivate 
certain enzymes per se, or they may block 
enzyme action by Interfering with the co- 
enzymes 

Thus, the catalase-peroxydase system of 
enzymes can be Inactivated by certain inter- 
mediate products of the oxidation of sulfa- 
nilamide Hydroxylamlne, or some related 
form, is perhaps the best example of this 
possibility 

On the other hand, sulfathlazole, presuma- 
bly by virtue of the chemical constitution 
of its thiazole group, can Interfere with the 
synthesis of co-zymase, a growth factor in- 
dispensable for the nutrition of the staphylo- 
coccus Inasmuch as we are dealing with 
oxidation-reduction mechanisms, it is con- 
ceivable that these separate biochemical 
functions are complementary, at least in some 
Instances However, there is as yet no direct 
evidence on the point 
Anti-enzymatic action is likewise respon- 
sible for certain of the toxic effects of these 
drugs Thus, the acidosis produced by sulfa- 
nilamide is referable to the inhibition of the 
enzyme, carbonic anhydrase, while the cya- 
nosis is referable to a similar, if not Identi- 
cal, effect on hemoglobin That is to say, 
it is partially oxidized to methemoglobln by 
the toxic NO, and NO derivatives of the 
free amino group of sulfanilamide 
Finally, certain of the sulfonamide com- 
poxmds, such as sulfathlazole, seem capable 
of stimulating the rate of oxygen consump- 
tion of the body tissues, either as a whole 
or, in some Instances, individual tissues This 
all suggests that the effect of sulfathlazole 
on localized infections and on wound heal- 
ing where no Infection is involved, is due In 
part to an increase in tissue resistance 

4800 Friendship ^Avenue 
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Tuberculous Tracheobronchitis* 

WILLIAM S CONKLIN, MD *• 

Portland, Oregon 


During the past two years approximately 
five hundred bronchoscopies have been per- 
formed on some two hundred patients in the 
University State Tuberculosis Hospital Since 
July 1, 1940, bronchoscopy has been used as 
a routine diagnostic procedure without a 
single misadventure, for the vast majority 
of patients admitted to the hospital It has 
been omitted or deferred only in a compara- 
tively small group of patients in whom the 
procedure obviously would be of no diagnostic 
value or assistance, including those with no 
evidence of active pulmonary disease, very 
early cases with negative sputum and gastric 
wash, and very far-advanced, untreatable or 
terminal cases The only contraindications 
which we have had occasion to respect were 
extreme illness, recent hemorrhage, and ac- 
tive laryngeal tuberculosis 
A few cases with retrogressive, quiescent, 
or inactive laryngeal tuberculosis have been 
bronchoscoped These have included cases in 
which a persistent though inconstant posi- 


* Prepared for the Second Annual Post-Graduate 
Session In Diseases of the Chest University of 
Oregon Medical School and The Pacific North- 
west Chapter of the American College of Chest 
Physicians at Portland, Oregon, December 11, 
12 and 13, 1941 

••Fellow In Thoracic Surgery Service of Dr 
Ralph C Matson, Chief Surgeon, Tuberculosis 
Hospital Unit, University of Oregon Medical 
School Hospitals and Clinics, Portland, Oregon 


tlve sputum could not satisfactorily be ac- 
counted for on the basis of existing demon- 
strable lesions in the larynx or pulmonary 
parenchyma, a case that was bronchoscoped 
through a tracheotomy opening and a case 
which has twice been bronchoscoped for 
acute postoperative atelectasis The laryngeal 
lesions have not been adversely affected in 
any of these cases 

The value and purposes of bronchoscopy 
in pulmonary tuberculosis are manifold While 
recent hemorrhage is a contraindication 
which should not be disregarded, there is an 
occasional case in which determination of 
the source of hemoptysis is sufficiently im- 
portant to outweigh the presumptive dangers 
of bronchoscopic examination We have used 
bronchoscopy on two occasions for this pur- 
pose In one case no information was forth- 
coming, in the other the blood was traced 
directly to the left upper lobe bronchus In 
neither case was the severity of hemorrhage 
increased by the procedure ' 

Bronchoscopy may also be useful when the 

• Recently a 15 year old girl was admitted as an 
emergency with profuse pulmonary hemor- 
rhage Portable radiograms revealed ^vltatlon 
in the left upper lobe and atelectasis of we 
left lower Bronchoscopy was considered mm- 
cated In an attempt to overcome the atemctasls 
and prevent further tuberculous extension oy 
aspiration of blood clots and Infected material 
from the bronchi 
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source of a positive sputum Is obscure I am 
referring bere to cases in "wbicb no specific 
lesions of the trachea or major bronchi exist 
While one cannot strictly rely on specimens 
taken from individual bronchi through the 
bronchoscope, because of the danger of con- 
tamination, we have one case in which a right 
pneumothorax appeared completely effective 
and a previous lesion in the left limg had 
apparently disappeared, yet the sputum re- 
mained positive Smears taken through the 
bronchoscope were negative on the right, but 
on the left revealed tubercle bacilli There- 
fore, a left pneumothorax was Induced and 
Immediate sputum conversion resulted 

The symptoms of tuberculous tracheobron- 
chitis are now well recognized Their exis- 
tence even in a case of pulmonary tubercu- 
losis, however, is not necessarily diagnostic 
We have one case in which bronchoscopy 
ruled out the presence of tracheobronchial 
lesions sufficient to cause the signs and symp- 
toms observed This case had a complicating 
“bronchial asthma ” More frequently we see 
cases who have long been treated on an al- 
lergic basis when their asthmatic symptoms 
were caused by tuberculous lesions alone 

We have occasionally employed broncho- 
scopy in determining the presence, extent and 
' location of bronchiectasis, both tuberculous 
and non-tuberculous Selective iodized oil 
fillings of individual lobe bronchi may be 
accomplished very satisfactorily under bron- 
choscoplc guidance We have further employ- 
ed bronchoscopy for drainage and insuffla- 
tion of medications (e g sulfathlazole) in 
cases of bronchiectasis, and for aspiration of 
blocked secretions 

Bronchoscopies have been employed at the 
University State Tuberculosis Hospital pri- 
marily to determine the presence or absence 
of tuberculous tracheal and bronchial lesions 
and for the purpose of treating these when 
they exist 

The introduction of bronchoscoplc exami- 
nation as a part of the routine work-up in 
this hospital evolved from the feeling that 
an exact knowledge of the entire respiratory 
system. Including the tracheobronchial tree, 
was Important to a complete evaluation of 
the patient’s condition and to the institution 
of the most appropriate treatment program 
So far as I have been able to determine 
no one yet has recommended bronchoscopy 


as a routine procedure in active pulmonary 
disease Many have considered active pul- 
monary tuberculosis a specific contraindica- 
tion to bronchial endoscopy, others consider 
it indicated when, and only when definite 
signs and symptoms of tracheobronchial dis- 
ease exist Mclndoe' and others reported on 
the use of routine bronchoscopy at the Michi- 
gan State Sanatorium between September, 
1935, and April, 1937, and concluded that 
routine bronchoscoplc examination is not 
necessary It may be a long time before 
bronchoscopy is generally accepted as a rou- 
tine diagnostic procedure in pulmonary dis- 
ease Possibly such a time wlU never occur 
Our early experiences lead us to believe that 
it should and will 

Our reasons for the belief that routine 
bronchoscopy is of value will be covered in 
the report that follows Among two hundred 
bronchoscoped patients who were admitted 
to the University State Tuberculosis Hospital 
with a diagnosis of pulmonary tuberculosis, 
there were fifteen in whom bronchoscopy 
helped to prove the absence of any signifi- 
cant tuberculous involvement, eight of these 
had a non-tuberculous bronchitis or peri- 
bronchitis, three had bronchogenic carcinoma, 
two had non-tuberculous bronchiectasis, one 
had metastatic pulmonary malignancy, one 
was later foimd to have Hodgkin’s disease 
There were also two cases in which broncho- 
scopic findings suggested that pressure from 
tuberculous tracheobronchial lymph nodes 
were responsible for the patients’ symptoms 

Another case of bronchogenic carcinoma 
should also be mentioned here This forty- 
six year old man was admitted with a posi- 
tive sputum While his x-ray was not typical 
of purely tuberculous involvement, it did re- 
veal a small thin-walled cavity, and it is 
quite probable that discovery of the malig- 
nancy would have been delayed had he not 
immediately been bronchoscoped as a routine 
procedure 'The bronchoscoplc examination 
revealed a very small but suspicious mass in 
the dorsal branch of the right lower lobe 
bronchus A biopsy diagnosis of epidermoid 
carcinoma of the bronchus was made 'The 
discovery of an occasional operable case of 
bronchogenic carcinoma lends considerable 
weight to the argument for routine bron- 
choscopy 

So much has recently been written about 
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tuberculous tracheobronchitis, 2-15 its patho- 
genesis, its signs, its symptoms, that it would 
certainly be superfluous to repeat a formal 
or conventional discussion of this subject 
The pnmary purpose of this paper is to pre- 
sent our findings, results and such conclu- 
sions as one may draw 
The pathogenesis of tuberculous tracheo- 
bronchitis has been ably discussed by many 
authors including Reichle and Frost,'® Myer- 
son'5, and Bugher, Llttlg and Culp -> Accord- 
ing to Myerson,'® the tracheobronchial lesions 
occur solely as a result of direct extension 
from the pulmonary focus by way of the 
bronchioles and bronchial submucosa Since 
the lesions occur fai more frequently In wom- 
en than in men, who presumably are able 
to expectorate more efficiently, since the 
lesions usually occur on the posterior wall of 
the trachea and bronchi, where contact with 
infected secretions in the recumbent patient 
is likely to be more prolonged, and since we 
occasionally have seen Isolated ulcers and tu- 
bercles, and these almost exclusively in wom- 
en — we have come to believe that implanta- 
tion or contact infection does occur 
There is an extraordinary variance in the 
incidence of tuberculous tracheobronchitis as 
reported by various authors Bugher, Littlg 
and Culp® found tracheobronchial lesions in 
41 per cent of 122 autopsies Fiance and 
Wheeler"' found evidence of gross involve- 
ment in only 3 1 per cent of 285 autopsied 
cases of pulmonary tuberculosis Mclndoe 
and his co-workers' found active or healed 
lesions in 11 pei cent of 272 routine broncho- 
scopies Hawkins* found gross bronchoscopic 
evidence in approximately 25 per cent of 516 
selected patients at Olive View 
I have divided our cases into groups ac- 
cording to bronchoscopic findings The first, 
or “bronchitis” group, consists of all cases in 
which the picture was primarily that of dif- 
fuse inflammation associated frequently with 
edema or infiltration of the mucous mem- 
branes This rather heterogeneous group in- 
cludes probably some cases whose membranes 
had become reddened merely as a result of 
cough or instrumentation In others the in- 
flammatory changes might be considered the 
result of a complicating non-specific bron- 
chitis or a specific allergic reaction to the 
tuberculoprotein present In the sputum Some 
of this group certainly represent the specific 
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submucosal infiltrations which, accordmg to 
Myerson,'5 are always precursors to the ulcer- 
ating or granulomatous lesions which may 
follow The second, or ulcerogranuloma group. 
Includes all those which presented active ul- 
cerating or granulating lesions which might 
well be the source of tubercle bacilli in the 
sputum The third group Includes those in 
whom only fibrotic stenoses, presumably heal- 
ed tuberculous lesions, were found 

In routme bronchoscopies of one hundred 
seventy tuberculous patients fifty-four, or 32 
per cent, were classified in the first group, 
forty-nine, or 29 per cent, had ulcerogranu- 
lomas, and four, or 2 per cent, presented 
fibrotic lesions only The remaining sixty- 
three (37 per cent) had normal findings in 
the visible portions of the tracheobronchial 
tree 

Our figures do not present a true picture 
of the incidence of tuberculous tracheobron- 
chitis since a good many cases have been 
referred to us because this complication had 
already been diagnosed or suspected It is 
also true that in a hospital dedicated pri- 
marily to the surgical treatment of tubercu- 
losis the Incidence of all tuberculous compli- 
cations is likely to be high However, realiz- 
ing that many of the patients classified in 
our “bronchitis” group actually had tubercu- 
lous lesions In the bronchi, we are surprised 
to find the percentage of positive cases so 
much higher than in any other series re- 
ported, higher even than in those wherein 
patients have been selected for bronchoscopy 
only when suggestive signs or s 3 mptoms had 
previously been found 

There is no question that a clinical diag- 
nosis of tuberculous tracheobronchitis can be 
made frequently and unmistakably A per- 
sistent audible wheeze in the presence of ac- 
tive pulmonary tuberculosis is practically 
pathognomonic The generally accepted diag- 
nostic or suggestive symptoms and findings 
include the following 

1) Audible respiratory wheeze (this usually 
persists after all sputum has been raised It 
is frequently very annoydng to the patient 
who describes it as a rattling or gurgling 
It may sometimes be heard across the room 
and is best elicited by auscultation in. front 
of the open mouth of the patient) 

2) Parasternal or substemal discomfort 
(the patient may complain of choking, pull- 
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ing or painful sensations and inability to | Present Status of Known Cases 

take a deep breath He usually can relate / Sputum Imp Unch Wor*« Dead 

these sensations directly to the involved area) j + - 

3) Difficulty in raising sputum (the spu-j Negative 40% 51% 70% 19% 2% 9% 

turn is often extraordinarily viscid and tena-' Bronchitis 58% 36% 68% 15% 11% 6% 

clous) \ uicero- ~~ ~ 

4) Asthmatoid attacks or dyspnoea more granuloma 71% 16% 50% 30% 7% 13% 

marked than the pulmonary pathology would ■ — _ — — 


lead one to expect 

5) Capricious temperature elevations 

6) Cyanosis 

7) Parasternal rhonchl 

8) Signs of atelectasis or emphysema 

9) Marked variation In daily sputum vol- 
ume or bacillus content 

10) Persistent or occasionally positive spu- 
tum In spite of well controlled parenchymal 
disease 

11) Bronchographlc evidence of bronchi- 
ectasis, bronchial stenosis or ulceration 

12) X-ray evidence of “blocked" or "ten- 
sion" cavities 

13) Atelectasis or emphysema as demon- 
strated by x-ray 

14) Hemoptysis, positive sputum or bron- 
chogenic spread in the absence of pulmonary 
cavitation 

I That the above criteria are not entirely 
1 reliable in the diagnosis of tuberculous lesions 
in at least the bronchoscopically visible por- 
tions of the tracheobronchial tree is suggest- 
ed by the fact that nearly 40 per cent of 
our positive cases complained of no symptoms, 
and at least 10 per cent presented no sug- 
gestive physical or roentgenographic findings 
whatever On the other hand, 25 per cent of 
the negative cases had symptoms, usually 
mild, and 50 per cent had one or more of 
the suggestive findings listed above Reliance 
on the usual signs and symptoms of tubercu- 
lous tracheobronchitis will result in diagnostic 
errors in both directions 

That tuberculous tracheobronchitis has a 
definite deleterious Influence on the coimse 
of pulmonary tuberculosis is corroborated by 
our findings which are summarized in the 
following chart 



Stage of Disease 
r II in 

Sex 

it F 

Negative 

8% 

24% 

68% 

51% 

49% 

Bronchitis 

8% 

22% 

70% 

39% 

61% 

Ulcero- 

granuloma 

4% 

35% 

61% 

31% 

69% 


The prognosis of tuberculous tracheobron- 
chitis has been considered extremely grave 
Samson and co-workers^ reported death in 
52 9 per cent of ulcerative and stenotic cases, 
followed one or more years, or imtil death, 
with recovery in none Jenks'o stated that 
about 50 per cent die within one year of 
diagnosis Our own experiences fall to cor- 
roborate such figures 

Since many of our patients have responded 
well to treatment we are in agreement with 
some of the more recent literature which 
Indicates that the prognosis of tuberculous 
tracheobronchitis is not nearly as grave as the 
earlier reports suggest It is, nevertheless, a 
very serious complication in that it may pro- 
duce incapacitating symptoms in individuals 
who are otherwise in good general health 
It may predispose the patient to serious and 
fatal complications such as empyema, bron- 
chiectasis, atelectasis and bronchogenic 
spread It may give rise to a small amount 
of positive sputum in patients who are clini- 
cally well It is difficult or inadvisable to 
institutionalize such cases indefinitely since 
they are able and anxious to lead produc- 
tive lives, and one hesitates to devote to them 
the hospital beds which are so much in de- 
mand On the other hand, when at large, 
they constitute the true tuberculosis "car- 
rier,” a source of danger to others and also 
to themselves 

Various types of treatment have been rec- 
ommended for tuberculous tracheobronchitis 
They include topical applications of sliver 
nitrate (5-35 per cent),*’®" electrocoagula- 
tion, ? 18 19 mercury vapor lamp,^® x-ray* s and 
radical surgery (pneumonectomy) 2’ 22 

We have had very satisfactory results In 
many cases with the use of silver nitrate 
(10-25 per cent) Electrocoagulation, we feel. 
Is likely to produce excessive scarring with 
resultant stenosis We have had no experi- 
ence with irradiation therapy or pneumonec- 
tomy in these cases We find that most Iso- 
lated lesions will heal promptly following one 
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or more applications of 25 per cent silver ni- 
trate The greatest problem exists In the cases 
where considerable narrowing of the airway 
already exists at the time of diagnosis It 
is our practice now to use 10 per cent silver 
nitrate for ulcero-granulomas producing, or 
bordering on, a stenosis, feeling that the more 
dilute solution Is less likely to mcrease the 
fibrotlc narrowing Occasionally, when the ac- 
tive lesions have subsided, an attempt is made 
to dilate any remaining stenosis by the use 
of metal bougies While mechanical dilata- 
tion and aspiration of retained secretions have 
undoubted value, ^ the results are usually tem- 
porary and the procedures may have to be 
repeated periodically 

Twenty-six cases of the ulcerogranuloma 
group received one to twenty-one topical 
treatments with 10-25 per cent silver nitrate 
In four of these complete resolution of the 
lesions occurred In fifteen there was ap- 
parently complete healing of the ulceration 
and granulation tissue, but more or less In- 
flammation or flbro-stenosls remained Six 
others showed improvement with or without 
stenosis, one remained unchanged, and none 
were worse Of twenty-three cases who re- 
ceived no topical treatment, nine were bron- 
choscoped more than once over periods of 
one to twelve months Of these, two showed 
complete healing, one was healed with resi- 
dual stenosis, one was Improved, two were 
unchanged, and three were worse 

Of nineteen untreated cases, four now have 
a negative sputum and three are dead Of 
twenty-three treated cases, seven now have 
a negative sputum and two are dead — one 
of the latter having been in good general 
health with negative sputum for the four 
months Immediately preceding her death The 
present status of the seven remaining cases 
is not known 

In classifying and analyzing oirr findings 
some of the numbers become so small that 
they are of dubious statistical value How- 
ever, the general Impression which we have 
gained, both through observation of our pa- 
tients and review of our results, leads us to 
believe that topical treatment of the xilcero- 
granulomatous lesions is definitely worth- 
while 

There is yet another aspect to the prob- 
lem of tuberculous tracheobronchitis The 
question has often been raised as to whether 


June 


collapse therapy for pulmonary tuberculosis 
is contraindicated in the presence of this 
complication 

Samson,5 in 1937, wrote “Because of the 
obviously poor prognosis we do not now rec- 
ommend any type of collapse therapy for pa- 
tients with ulcerative tracheobronchial lesions 
unless subsequent bronchoscopic examina- 
tions demonstrate a tendency for the ulcers 
to heal without the formation of an impor- 
tant stenosis ” Eloesser^i has said that col- 
lapse may be considered In total stenosis of 
a malnstem bronchus if the patient Is afe- 
brile and not toxic In such a case collapse 
is particularly valuable In relieving complaints 
due to anatomical displacement Jenks'° be- 
lieves that some form of permanent collapse 
(thoracoplasty) Is preferable to a collapse 
procedure which is Intended to be temporary 
(pneumothorax) Alexander^^ recommends the 
use of thoracoplasty In these cases only when 
bronchoscopic observation over a period of 3 
months indicates that the tracheobronchial 
lesions are not progressive It certainly is 
true that complete and permanent atelecta- 
sis is more likely to occur when pneumo- 
thorax is used in these cases, with the result 
that the pneumothorax must be maintained 
Indefinitely and an excessive reduction of 
vital capacity results Our experiences also 
indicate that tuberculous empyema more fre- 
quently complicates a pnemnothorax when 
tuberculous bronchial lesions are present I 
have insufficient evidence to substantiate 
the possible cause and effect relationship 
The hazard of tuberculous empyema, if Its 
likelihood can be proven, is certainly serious 
enough to contraindicate the use of artificial 
pneumothorax in these cases While almost 
all of our cases who have had sputum con- 
version were treated by pneumothorax or 
oleothorax, associated with bronchoscopic 
applications, the majority had had pneumo- 
thorax induced prior to the discovery of the 
tracheobronchial complication In practically 
every instance one can foresee that re-expan- 
sion of the lung will prove impossible On 
the other hand, we do not yet have any evi- 
dence that other forms of coUapse therapy 
may prove more consistently successful in 
these cases By reducing the tussive force and 
permitting bacUlus-laden sputum to remain 
longer in contact with the mucous mem- 
branes, it is possible that collapse therapy en- 
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hances the production and propagation ol 
bronchial and tracheal lesions This cannot 
. be considered a contraindication to collapse 
'of large parenchymal cavities and progres- 
'slve pulmonary disease It may well cause 
\js to postpone collapse of non-excavating 
jeslons A number of our most serious cases 
liad no evidence of cavitation when collapse 
therapy was instituted 

In conclusion, I would like to emphasize 
the value of bronchoscopic examination in 
pulmonary tuberculosis It is our impression 
that it has proven itself of inestimable value 
both in diagnosis and in treatment Serious 
and fatal complications of bronchoscopy in 
tuberculous patients have been reported 
Samson* reports three cases in whom trache- 
otomy was necessary for post-bronchoscopic 
laryngeal edema All of them died In a 
pathological conference at Sea View Hos- 
pital^ is reported a case where instrumen- 
tation resulted In freeing of bacillus-laden 
caseous material which was aspirated into the 
"good” lung and followed by rapid broncho- 
genic spread and death We feel that in pro- 
ficient hands, with a well-trained, cautious 
operating force, the dangers of bronchoscopy 
in tuberculosis are minimal More than five 
hundred bronchoscopies have now been per- 
formed at the University State Tuberculosis 
Hospital on patients from two to seventy-one 
years of age In not one single instance has 
the procedme been harmful in any way to 
the patient’s welfare 

It is my fervent hope that routine broncho- 
scopies in this and in other institutions win 
lead us to a better understanding of tubercu- 
lous tracheobronchitis Through periodic ex- 
amination of cases of pulmonary tuberculosis 
a knowledge of the pathogenesis, evolution 
and response to treatment of this condition 
will be gained And, eventually we may ex- 
pect to discover the most effective methods 
for managing cases of pulmonary tubercu- 
losis in which this distressing complication 
exists 

Summary 

From experiences with five hundred bron- 
choscopies at the University State Tubercu- 
losis Hospital the following conclusions have 
been drawn 

1) Pulmonary tuberculosis per se is rarely, 
if ever, a contraindication of bronchoscopy 


2) Bronchoscopic examinations afford val- 
uable diagnostic Information in pulmonary 
tuberculosis 

3) The incidence of specific tracheobron- 
chial lesions in pulmonary tuberculosis is 
higher than generally recognized 

4) Tracheobronchial lesions are not of such 
grave prognostic significance as some authors 
have led us to believe 

5) Topical applications of silver nitrate so- 
lution in dilutions of 10 to 25 per cent ap- 
pear useful in promoting resolution and heal- 
ing of the tuberculous lesions found in the 
trachea and major bronchi 

6) The information to be gained from 
bronchoscopy, bronchography and cavity pres- 
sure studies will doubtless prove important 
in determining the most rational course of 
therapy for the individual tuberculous pa- 
tient Many failures not only may be antici- 
pated but also may be avoided if, recognizing 
their indications, these procedures are ju- 
diciously employed 

7) The use of routine bronchoscopies in tu- 
berculosis institutions is recommended in or- 
der that our understanding of tuberculous 
tracheobronchitis may be improved and In 
order that we may determine the most ra- 
tional management of cases of pulmonary 
tuberculosis in which this complication exists 
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Spontaneous Hemopneumothorax 

With Report of a Case 

MORRIS TANNENBAUM, MD 
Neto York, New York 


Idiopathic spontaneous hemopneumothorax 
Is a rather uncommon condition A compara- 
tively small number of cases Is found report- 
ed in the literature No doubt more cases 
have been foimd, but have not been reported 
either because there was hesitation in report- 
ing a single case or because a busy chest 
service may find several cases after an earlier 
reported case, and would not report these 
Some cases, in all probability, have gone xm- 
recognlzed and have possibly been diagnosed 
as spontaneous pneumothorax with an ef- 
fusion Thoracentesis would have shown the 
correct diagnosis 

Pitt,‘ in 1900, Is usually consldeied the 
first to report a case He stated that there 
was no reference to this condition in any 
previous Literature of this country or Europe 
Hopkins^ believes that Laennec^ was the first 
to describe this condition, although the lat- 
ter Incorrectly assumed the presence of air 
in the pleural cavity to be due to a by- 
product of blood decomposition In 1935, Prey^ 
reported a case, and a review of the litera- 
ture for the previous 34 years revealed only 
13 cases In 1937, Hopkins reviewed the liter- 
ature and found 43 cases, to which he added 
three of his own cases, one being the first 
hemopneumothorax foimd in a woman Since 
then, several additional cases have been re- 
ported in Amencan and foreign hterature^s 


789)0 1112 LouTia’^ presented five cases and 
one autopsy Wiener and Jackson'^ had a 
case of thoracoplasty with spontaneous hemo- 
pneumothorax on the contralateral side The 
hemopneumothorax occurred m about equal 
Instances on the left and on the right side 
Almost all the cases occurred between 20 and 
40 years of age, and overwhelmingly in the 
male 

The cause of this condition is quite contro- 
versial Kjaergaard'5 believed the condition 
was brought on when a ball-valve mech- 
anism existed m a vesicle causing a gradual 
Increase in pressure and eventual rupture 
This would not seem to explain the massive 
hemorrhage usually found since the vesicle 
walls are thin and only very smaU vessels 
are found here Hopkins presents the theory 
that the collapsing lung in the formation of 
a pneumothorax tears the pleural adhesions, 
containing blood vessels This would explain 
the early hemorrhage and also why some 
have a late appearance of hemorrhage after 
pain Large early hemorrhages occur when 
large vessels are tom The late appearance 
of hemorrhage after pain is to be explained 
by assuming that the first pain is due to 
rupture of a bleb and the subsequent sharp 
pain is due to ripping of an adhesion con- 
taining blood vessels Yet, the case reported 
by Jones and Gilbert'® came to autopsy on 
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the 38th day, and the site of bleeding could 
not be found Lourla’s case at autopsy also 
did not reveal the source of bleeding, al- 
though there -was found a ruptured emphy- 
sematous bleb 

Cummer'^ felt this so-called idiopathic 
condition was the result of latent non- 
demonstrable tuberculosis Weber‘8 believed 
the condition resulted from a rupture of a 
minute superficial emphysematous bleb ad- 
herent to the parietal pleura, and itself re- 
sulting from a healed tubercle 

We see on thoracoscopy, in cases of spon- 
taneous pneumothorax, a lung with super- 
ficial blebs, often in the upper lobe Several 
of these blebs may or may not be attached 
to an adhesion from the parietal pleura 
Certainly it would seem logical in cases of 
spontaneous hemopneumothorax to assume 
the bleeding to result from tom vessels l 3 dng 
in the adhesions 

Spontaneous hemopneumothorax has also 
been reported by Aguilar et al'® in lymphatic 
leukemia, by de Barrin*) in pulmonary meta- 
stasis of sarcoma, and by Raimondi et al,^' 
Dufourt et al22 and Beatty^ in pulmonary 
tuberculosis 

The onset of this condition is usually quite 
dramatic Sudden chest pain Is the first 
symptom and the ammmt of the accompany- 
ing respiratory distress depends upon the 
rate the air enters the pleural space Where 
the tear is comparatively large and a ball- 
valve mechanism is present, the displace- 
ment of thoracic organs is early and pro- 
nounced The pain is local at first and then 
becomes diffuse, extending even to the ab- 
domen Hemorrhage may be prompt or de- 
layed, and the degree of shock varies with 
the degree of hemorrhage The pallor of the 
patient is marked and the skin is cold and 
clammy In most instances, the patients had 
apparently been in good health, complaining 
possibly only of a slight cough The condi- 
tion manifested itself regardless of exertion, 
usually during mild activity 

So pronounced have been the symptoms in 
some cases that they were thought to have 
been caused by abdominal pathology MII- 
horat’su case simulated appendicitis So did 
the one of Jones and Gilbert Plscher’s^s case 
was operated on for a ruptured duodenal 
ulcer but no abdominal pathology was dis- 
covered A thoracentesis cleared the diag- 


nosis Frey’s case was thought at first to 
be an acute gall bladder Hurxthal’® report- 
ed a case who presented a rigid, tender ab- 
domen so that smgical mtervention was con- 
sidered 

Abdominal rigidity Is probably due to basal 
pleurisy Unless a careful physical examina- 
tion is made, the diagnosis will be missed 
The finding of a patient in shock, with a 
history of sudden pain over the left pre- 
cordium may also make one think of a coro- 
nary occlusion Sloer27 presented such a case 

Physical examination reveals the immobile, 
ballooned hemithorax with hyper resonant 
percussion and absent breath soimds Dis- 
tant amphoric breathing may be heard, ac- 
companied by whispered pectoriloquy At the 
base, there is flatness because of the flmcL 
The speed with which this accumulates is 
much more rapid than in simple effusion 
The unlnvolved lung presents exaggerated 
breath sounds 

The insult to the pleura both by the rup- 
ture of the bleb and the escaping blood into 
the pleural space causes the formation of 
some pleural effusion The effusion prevents 
the blood from clotting because it undoubt- 
edly contains anticoagulants It has long 
been known that blood in the pleural cavity 
does not clot In my case, the aspirated 
blood did not clot or change viscosity stand- 
ing in a beaker at room temperature for 
over three days I sent the first specimen 
of clear pleural effusion from case of pul- 
monary tuberculosis to Dr Harry Wallerstein, 
a hematologist, for experimentation He re- 
ported back that the addition of the pleural 
fluid to fresh, uncitrated blood prevented it 
from clotting This proved that pleural fluid 
contains anticoagulants and must be present 
m a hemopneumothorax 

Head^s writes that when blood escapes into 
the pleural cavity, normal cardio-resplratory 
physiology is attacked from several angles 
Progressive decrease in blood volume is com- 
plicated and aggravated by coUapse of the 
lungs and by pressure upon the heart and 
great veins Either of those conditions may 
cause death Combined, they supplement each 
other Hemorrhage produces (I) progressive 
decrease in blood volume, (2) progressive de- 
crease in cardiac output, (3) progressive 
fall m blood pressure, (4) shock from lack 
of oxygen supply to the vital nerve centers 
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The two conditions supplement each other 
as follows (1) Collapse of the lungs de- 
creases oxygen saturation of blood, the vol- 
ume of which has been decreased by hemor- 
rhage, and so contributes to failure of oxy- 
genation of the vital centers (2) Pressure 
in the pleural cavity obstructs the return of 
venous blood to the heart This hindrance 
is more effective and serious if the venous 
pressure is already lowered by a decrease in 
blood volume (3) Both the obstruction to 
venous return and decreased blood volume 
diminish the cardiac output (4) Exaggera- 
tion of the respiratory waves of blood pres- 
sure tends eventually to lower the mean blood 
pressure, and so augments a similar effect 
of decreased blood volume 
From these considerations it is obvious that 
an individual can tolerate a higher intra- 
pleural pressure if his blood volume has not 
been decreased by hemorrhage and that he 
can stand a greater decrease in blood volume 
if his respiratory and circulatory systems are 
not compromised by a high pressure in the 
pleural cavity The author therefore suggests 
the prompt use of blood transfusion, even 
using 1,000 cc of blood taken from the pleural 
cavity, and injecting into a vein of a pa- 
tient with a traumatic hemopneumothorax 
There were no untoward complications 
Treatment depends upon the severity of 
symptoms in each Individual case The mild 
case needs nothing more than rest and mild 
sedation The severe case requires immedi- 
ate treatment Rest, adequate sedation, oxy- 
gen and prompt blood transfusion are indi- 
cated It is believed by some that since trans- 
fusions raise the blood pressure, they prolong 
the bleeding, and it would therefore be wiser 
not to give them I certainly can see no 
reason why small transfusions should be 
withheld when these might be life saving 
Some believe that the blood should be as- 
pirated and replaced by air Others are more 
conservative and leave the blood to act as 
a tampon The blood is eventually absorbed, 
even though very slowly It might be drawn 
off after the bleeding has apparently stop- 
ped for several days, and replaced by air 
Decompression thoracentesis should be used 
very cautiously, and only when cardiac and 
respiratory distress is extreme My case was 
treated conservatively and made an unevent- 
ful recovery Two small late aspirations of 


bloody fluid were made in the hope of speed- 
ing up the lung reexpansion Air should al- 
ways be used to replace the aspirated fluid 
Once the lung has reexpanded, pleural sym- 
physis occurs There Is no record of a re- 
currence of spontaneous hemopneumothorax 

Case Report'’ 

J G, age 24, male, white, single, clerk 
Familial history negative Always under- 
weight Height 71% inches Weight 118 lbs 
First visit to family physician in September, 
1938, for slight cough Examination and 
fluoroscopy negative Basal metabolism mi- 
nus 16 Cough mild, but returned at Irregu- 
lar intervals until present pulmonary acci- 
dent On the evening of Nov 24, 1939, after 
returning from a leisurely walk of several 
miles, was suddenly seized with pain in the 
left chest, became dyspneic and fainted 
Recovery was fairly prompt but dyspnea re- 
turned severely the following morning His 
family physician then visited Mm and found 
a left pneumothorax with fluid A portable 
x-ray revealed a complete left pneumothorax 
with fluid up to the 4th rib Mediastinum 
and contents were displaced to the right I 
was called to see the patient on the evening 
of Nov 25, 1939 Physical examination re- 
vealed a pale, thin individual presenting 
moderate dyspnea His left hemlthorax was 
ballooned and immobile Percussion note was 
hyper resonant in the upper half and flat 
in the lower half Breath sounds were ab- 
sent There was faint whispered pectoriloquy 
heard above the fluid level Trachea and 
heart were found displaced to the right On 
the right, percussion note was resonant and 
the breath sounds exaggerated and harsh A 
diagnostic tap produced blood The patient 
was treated symptomatically and made an 
uneventful recovery One hundred and fifty 
cc of dark blood was aspirated one month 
and two months later and replaced by air 
This blood also did not clot after standing 
in a beaker for three days Blood count on 
Dec 2, 1939, showed 60 per cent (Dare) 
hemoglobin, R B C 3,300,000, W B C 13,650 
Differential was normal Achromia and ani- 
socytosis were present Polkllocytosis was very 
slight No nucleated cells were present The 


im Indebted to Dr BenjamM Feldstein of 
w York City, the patient’s physician, for ms 
id cooperation in presenting this case 


180 



Diseases of the ChesT 


1942 

blood picture later returned to normal Ani- 
mal inoculation of pleural blood and con- 
centrated sputa examinations revealed no 
tubercle bacilli Wasserman was negative 
Temperature went up to 100° and lasted only 
2 to 3 days X-ray on Feb 26, 1941, revealed 
a completely re-expanded lung with thick- 
ened pleura at the extreme apex and base 
No pulmonary pathology was visible To date 
the patient has been symptom free He has 
gained over 30 pounds and is working regu- 
larly in his normal occupation 

Summary 

1) Idiopathic Spontaneous Hemopneumo- 
thorax is uncommon 

2) The etiology is stiU controversial 

3) Symptoms may appear insidiously or se- 
verely 

4) The effect of physical exertion is ques- 
tionable 

5) Onset may suggest abdominal or coro- 
nary pathology 

6) Concomitant pleural effusion is present 

7) Anticoagulants are present in the ef- 
fusion 

8) Treatment consists of rest, adequate se- 
dation, oxygen, blood transfusion, and aspir- 
ation of blood with replacement by air 

1750 Grand Concourse 
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Aiiditional Report 

Since presenting the above case, I have 
had the opportunity of seeing another case 
of spontaneous hemopneumothorax H S , 
slender white male, aged 39 This patient 
was under the care of Dr George Bellos, 
of New York City, for a severe neglected 
case of diabetes With the aid of large doses 
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of insulin, the patient’s condition finally im- 
proved Soon afterwards, he again began to 
lose weight and his physician found an early 
pneumonic process m the left hllus There 
were no symptoms referable to pulmonary 
pathology Sputum was negative but smears 
of gastric contents were full of tubercle ba- 
cllh 

I saw the patient first on Oct 31, 1941, 
and instituted pneumothorax on the left side 
in an attempt to control the pathology The 
lung collapsed easily and no adhesions were 
apparent Subsequently, a considerable pneu- 
mothorax space was obtained About three 
and a half weeks after the initial pneumo- 
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thorax, and four days after his last refill, 
the patient found himself becoming moder- 
ately dyspneic Temperature soon ranged be- 
tween 101 and 102 Y 2 degrees Fluoroscopy 
revealed an increase of approximately two 
interspaces in the small amount of fluid al- 
ready present A diagnostic tap produced 
hemorrhagic fluid which did not clot The 
hemopneumothorax in this case was not due 
to external trauma but was on a tuberculous 
basis Since the general condition of the pa- 
tient was fair, treatment consisted of bed 
rest, sedation, and fluid aspiration with re- 
placement by air 




The Problem of Pulmonary Tuberculosis 

in the Navy 

LIEUTENANT COMMANDER E RICEN 
Medical Corps, United States Navy 
Washington, D C 


The problem of pulmonary tuberculosis m 
the Navy today consists of far more than 
merely diagnosing and treating this dis- 
ease in Naval personnel Certam environ- 
mental conditions exist aboard ship which 
are peculiar to the Navy alone and which 
play a part in contributing toward the in- 
cidence of pulmonary tuberculosis in naval 
personnel Medical officers are constantly 
studying with a view to discovering methods 
of ehmmatlng these hazards The ultimate 
disposition of all cases of pulmonary tuber- 
culosis requiring further treatment and fol- 
low up is another matter for consideration 
Close cooperation exists between the Navy, 
American Eed Cross, local health departments 
and the Veterans Adnunistration in the dis- 
position, treatment and follow-up of all naval 
personnel discharged from the service with 
pulmonary tuberculosis The problem of de- 
pendents of naval personnel who have con- 
tracted this disease is still another one which 
the Navy handles through its outpatient de- 
partment Chest films, sputum examinations, 
and other laboratory tests on dependents are 
part of this service Report of these cases 
to local health departments, follow-up and 
treatment are all Included in this service 
Another Important ramification of the prob- 


lem of pulmonary tuberculosis lies in the 
study and application of those methods which 
will result as far as possible m the elimina- 
tion of endemic pulmonary tuberculosis Ac- 
curate statistical data must be kept and 
studied from year to year m order to ana- 
lyze the results achieved from changes in 
methods and policies 

The various ramifications of the problem 
of pulmonary tuberculosis in the Navy have 
been briefly indicated m order to emphasize 
the extent of this problem A more de- 
tailed discussion of its various phases fol- 
lows below 

The arduous nature of duty m the naval 
service under peace time conditions as com- 
pared to the work the individual may have 
been engaged in prior to his enlistment often- 
times may tax his resistance to the utmost 
Naval duty afloat subjects a man to call 
twenty-four hours a day As emergencies arise 
he may be called upon to put forth a maxi- 
mum effort, for an extended period of 
time, under the most difficult workmg con- 
ditions Once agam before he has had suf- 
ficient rest, situations may arise which ne- 
cessitate his presence at his battle station 
Irregular habits of eating and sleeping are 
inevitable under such strenuous activity Even 
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at best, compared to civiUan standards, liv- 
ing conditions are somevjhat crov/ded In 
ships of the destroyer type and smaller, the 
same compartments are often used for eat- 
ing, sleeping and recreation Such environ- 
mental conditions predispose toward the de- 
velopment and spread of diseases of the 
respiratory tract It makes the early detec- 
tion of acute diseases of the respiratory tract 
and pulmonary tuberculosis Imperative A 
single case of active pulmonary tuberculosis 
expectorating positive sputum under such 
circumstances would, if undetected, probably 
result in further cases Facilities for recrea- 
tion and relaxation are too often limited in 
frequency and extent The problem of main- 
taining physiological resistance under ordi- 
nary working conditions is therefore a far 
more difficult one among naval personnel 
Lack of adequate physical and mental rest 
thus intensifies the problem of maintaining 
physiological resistance aboard ship Various 
physical factors also play a part in dimin- 
ishing the individual’s resistance, some of 
which may have both a direct and indirect 
part In laying the ground work which pre- 
cedes the development of pulmonary tuber- 
culosis Extremes of temperature and climate 
are commonplace in naval duty This may 
vary -from Arctic areas with prolonged peri- 
ods of exposure to the elements and sub- 
zero temperatures, to duty in tropical zones 
The incidence of tuberculosis in the white 
race is greater and the spread much more 
rapid in tropical and sub-tropical climates 
Here again the early detection and isolation 
of all such cases is of great importance 
Naval personnel may be exposed to altitudes 


of 30,000 feet above sea level in connection 
with flight duty, other duty may Include 
descents to 400 feet below sea level while 
working with diving vmits Arduous though 
these various types of duty may be, such 
conditions are all accentuated under war time 
conditions The summation of all these fac- 
tors plays a role in the diminished indi- 
vidual resistance to Mycobacterium Tuber- 
culosis Homlnis 

The mission of the Medical Corps of the 
Navy is to keep as many men at as many 
guns as many days as possible The num- 
ber of sick days and loss to the service re- 
sulting from hospitalization due to pulmo- 
nary tuberculosis seriously interfere with this 
mission Prior to detection and hospitaliza- 
tion numerous sick days and decreased ef- 
ficiency of the ship’s organization may re- 
sult This is especially applicable to men in 
key positions It is a function of the Bureau 
of Medicine and Surgery to keep and analyze 
all statistical data pertaining to pulmonary 
tuberculosis as well as other diseases The 
admission rate per 100,000 for all forms of 
tuberculosis is in all Instances based on the 
average naval strength for the cm rent cal- 
endar year Statistics on tuberculosis for the 
years 1934-1938 are presented below Tu- 
berculosis is treated as a separate class in 
the United States Navy Nomenclature of Dis- 
eases and Injuries 

The admission rate of all forms of tuber- 
culosis was 163 per 100,000 as compared with 
182 in 1933 and 176, the median rate for the 
preceding 5 years There were 39,783 sick 
days reported for tuberculosis (all forms) 
The non-effective ratio per 100,000 or the 


TUBERCULOSIS (All Forms) 1934 


BISEASE 

Admilrion 

rctt 

Admfjrton* per iOO 000 

% 0/ 
class 

Admissions 

Sick 

days per 
case 

% 0/ 

Class 
sick days 

Tubercwlosis, pulmonary, chronic, active 

146 

133 48 

82 02 

134.2 

83 QO 

Tuberculosis, unclassiiied 

20 

18128 

11^4 

1041 

10 20 

Tuberculosis, pulmonary, chronic, arrested 

6 

5 49 

3.37 

97 0 

512 

Tuberculosis, pulmonary, acute, pneumonic 

4 

3 66 

2.25 

87 i 

I 54 

Tuberculosis, pulmonary, acute general mUiary 

1 

91 

.56 

45 0 

11 

Tuberculosis, general miliary 

1 

91 

56 

90 

02 

TOTAL FOR ENTIRE CLASS 

m 

162 73 

100 00 

126.3 

100 00 
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daily average number of patients under treat- 
ment, was 100 as compared with 103, the 
median for the preceding 5 years 
The admission rate for all forms of tuber- 
culosis was 131 per 100,000 as compared with 
163 hi 1934 and 170, the median rate for 
the preceding 5 years 
A total of 32,150 sick days was recorded 
for tuberculosis (all forms), or a dally aver- 
age of 77 per 100,000 patients constantly on 
the sick list The median non-effective ratio 
for the preceding 5 years was 100 
The admission rate for all forms of tuber- 
culosis was 136 per 100,000 as compared with 
131 In 1935 and 170, the preceding 5 year 
median Tuberculosis (all forms) was re- 
sponsible for 34,536 sick days, or a daily av- 
erage of 76 per 100,000 patients constantly 
on the sick list The median non-effective 
ratio for the preceding 5 years was 94 
The admission rate for all forms of tu- 
berculosis was 114 per 100,000 as compared 
with 136 in 1936 and 170, the preceding 9 
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year median A total of 37,894 sick days was 
recorded for tuberculosis (aU forms), or a 
daily average of 78 per 100,000 patients on 
the sick list The median non-effective ratio 
for the preceding 9 years is 95 
The admission rate for all forms of tuber- 
culosis was 87 per 100,000 as compared with 
114 in 1037 and 170, the preceding 9 years 
median Tuberculosis (all forms) was re- 
sponsible for 33,182 sick days, or a dally av- 
erage of 65 per 100,000 patients on the sick 
list The median non-effective ratio for the 
preceding 9 years is 94 
An analysis of these statistics will reveal 
that the admission rate for tuberculosis has 
dropped from 1 63 per 1,000 m 1934 to 87 
per 1,000 in 1938 The non-effective ratio 

(number of sick days per year x 1,000) 
(average strength x 365 (or 366) 

for this same period dropped from 1 00 per 
1,000 m 1934 to 94 per 1,000 in 1938 
At this writing the last statistics include 
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DISEASE 

Admitsions 

Admfisioti 

rate 

per 100 000 

%o/ 

clast 

Admitsiont 

Sick 
dttui per 

case 

% 0/ 
clots 
lick days 

Tuberculosis, pulmonary, chronic, active 

121 

105 97 

80 67 

1318 

88 58 

Tuberculosis, unclassified 

16 

14 01 

10 67 

614 

5 92 

Tuberculosis, pulmonary, chronic, arrested 

6 

5^5 

4 00 

70 4 

3 50 

Tuberculosis, pulmonary, acute, pneumonic 

5 

4 38 

3 33 

716 

156 

Tuberculosis, pulmonary, acute general miliary 

2 

175 

133 

50 0 

31 

Tuberculosis, Skin 

0 

0 

0 

42 0 

13 

TOTAL FOR ENTIRE CLASS 

150 

13156 

100 00 

117 8 

100 00 
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DISEASE 

Admissloni 

AdmiiJfon 

rate 

per 100 000 

%0t 

clan 

Admitsiont 

Sick 

day* 

case 

% 0/ 
class 
tick days 

Tuberculosis, pulmonary, chronic, active 

144 

115 75 

8551 

1417 

88 61 

Tuberculosis, unclassified 

11 

8 84 

6 61 

915 

5 32 

Tuberculosis, pulmonary, chronic, arrested 

5 

4 02 

2 96 

86 9 

3 52 

Tuberculosis, pulmonary, acute, pneumonic 

4 

352 

2 37 

80 0 

162 

Triberculosis, pulmonary, acute general miliary 

3 

2 41 

177 

58 7 

51 

Tuberculosis, general miliary 

2 

1 61 

1 18 

45 6 

40 

TOTAL FOR ENTIRE CLASS 

1B9 

135 85 

100 00 

1313 

100 00 
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the calendar year 1939 For 1939, with an 
average streng;th of 149,618, the admission 
rate was 1 00 per 1,000 with a non-effective 
ratio of 0 65 per 1,000 These figures mdi- 
cate that definite progress is being made in 
the decline in the incidence of tuberculosis 
in the Navy With the methods now in ef- 
fect, and which are being instituted, this 
decline should continue 
The diagnosis of pulmonary tuberculosis 
in the Navy is the responsibility of the med- 
ical officer He must be constantly on the 
watch for this condition As already mention- 
ed, the rather crowded living conditions 
aboard ship make the early diagnosis and 
isolation of aU cases imperative With the 
exception of destroyers, most of the larger 
units of the fleet are equipped with facili- 
ties for taking chest films AU have labora- 
tory faculties for sputum examinations and 
blood counts Once the diagnosis has been 
established, the transfer of the patient to 
the nearest Naval Hospital is made with the 
least possible delay This is especiaUy true 
in the tropics where delay in transfer to the 
States may result in rapid spread of the dis- 


ease Once the diagnosis has been made and 
the transfer to the nearest naval hospital 
accompUshed the responsibUlty of the medi- 
cal officer does not cease Henceforth, he 
must be more alert than ever for the pos- 
sible development of further cases At the 
earUest opportunity he arranges for a chest 
survey on the entire ship’s crew This is 
usually done by means of roentgen photogra- 
phy using 35 mm fUm In addition, he has 
to arrange for a foUow-up on the dependents 
of the case in question Chest fUms and 
other diagnostic tests are arranged at the 
nearest outpatient department 

By no means least important Is the role 
the medical officer plays m the education 
of the ship’s personnel to the dangers of 
pulmonary tuberculosis In talks to the ship’s 
company he must discuss some of the more 
important symptoms and signs of this dis- 
ease He must also stress the Importance of 
reporting to the sick bay immediately upon 
the development of symptoms referable to 
the respiratory tract 

’The treatment of pulmonary tuberculosis 
in Navy personnel is confmed almost entirely 
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DISEASE 

AimiMtiont 

Admlttion 

rate 

per 100 000 

%0/ 

ClCll 

Admiations 

Sick 
dayf per 

caxe 

% 0/ 
data 
tick dayt 

Tuberculosis, pulmonary, chronic, active 

m 

92 58 

80 92 

145 5 

86 00 

Tuberculosis, unclassified 

18 

13 55 

1184 

129 3 

9 56 

Tuberculosis, pulmonary, chronic, arrested 

5 

3 76 

3 29 

75 4 

219 

Tuberculosis, pulmonary, acute, pneumonic 

4 

3 01 

2 63 

113 

1 76 

Tuberculosis, pulmonary, acute general miliary 

2 

141 

1 32 

93 5 

49 

TOTAL FOR ENTIRE CLASS 

152 

114 41 

100 00 

139 8 

100 00 
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DISEASE 

XdmdsfoRx 

/dmftxton 

rale 

per 200 000 

%o/ 

efaxx 

Admiistonx 

Sick 
days per 
case 

% Of 
class 
doys 

Tuberculosis, pulmonary, chronic, active 

108 

77 58 

89 26 

1514 

88 02 

Tuberculosis, unclassified 

5 

3 59 

413 

1210 

5 47 

Tuberculosis, pulmonary, chronic, arrested 

4 

2 87 

3 31 

102 6 

4 64 

Tuberculosis, pulmonary, acute pneumonic 

4 

2 87 

3,31 

107 8 

162 

Tuberculosis, pulmonary, acute general miliary 

0 

0 

0 

38 0 

23 

TOTAL FOR ENTIRE CLASS 

121 

86 92 

100 00 

144 3 

100 00 
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to Naval Hospitals The only exception to 
this rule Is in the case of officers, midship- 
ni6n, nursGS and ©nlistaci man with long porl- 
ods of service These persons are transferred 
to the Army’s Fitzsimmons General Hospital 
at Denver, Colorado, for treatment 
The period of hospitalization m naval hos- 
pitals is comparatively short, namely, six 
months At the end of this period patients 
are transferred to the United States Veterans 
Administration for further treatment De- 
spite this relatively short period of treatment, 
collapse measures are instituted with the least 
possible delay Treatment is carried out by 
medical officers who have received special 
training in the collapse therapy of pulmonary 
tuberculosis Upon transfer of the patient 
to a Veterans Administration Facility, usu- 
ally all that is required is continuation of 
the treatment already instituted in the Naval 
Hospital Upon admission of all cases of pul- 
monary tuberculosis the local health depart- 
ments are notified for the purpose of sta- 
tistical record and for further check-up Upon 
release or transfer of patients the local health 
department is also notified 
While a patient is under treatment in a 
Naval Hospital, as a public health measure 
open cases with positive sputum are not al- 
lowed liberty to go ashore where they might 
disseminate the disease 
The American Red Cross, through its so- 
cial workers attached to Naval Hospitals, as- 
sists the patient in effecting his transfer to 
a Veterans Administration Facility usually 
near his home It is the fixed policy of the 
Bureau of Medicine and Surgery, once a diag- 
nosis of pulmonary tuberculosis has been es- 
tablished, to retire that individual permanent- 
ly from the United States Naval Service re- 
gardless of the extent or degree of the lesion 
Through the medium of the Red Cross so- 
cial workers who contact the family of the 
tuberculous patient, provision is made for the 
diagnosis of any further cases In the patient's 
immediate family This work is usually car- 
ried out by the outpatient department Should 
hospitalization of dependents be required, the 
Red Cross assists in finding low cost hos- 
pitalization and in some Instances renders 
financial assistance Following release from 
an institution these individuals may then re- 
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ceive pneumothorax refills and other treat- 
ment at the outpatient department Here 
again close cooperation exists between the 
local health departments to which all cases 
are reported as a public health measure 

By far the greatest problem, however, lies 
in the elimmation of endemic pulmonary tu- 
berculosis among Naval personnel Some of 
the methods for accomplishing this end have 
already been indicated Already one impor- 
tant step has been made in this direction 
by the routme roentgen photography of all 
recruits entering the Naval Service The fol- 
lowing radiological fmdings are considered 
disqualifying 

1) Any evidence of reinfection (adult) type 
tuberculosis, active or inactive, exclusive of 
slight thickening of the apical pleura 

2) Evidence of active primary (childhood) 
type tuberculosis 

3) Inactive primary tuberculosis if the de- 
gree or extent of involvement appears to be 
of present or future clmical significance 

4) Evidence of fibrinous or serofibrinous 
pleuntls 

Another method of control not yet in gen- 
eral usage, but which will be used more and 
more in the future, lies in conducting chest 
surveys by means of roentgen photography 
m all Naval units ashore and afloat In which 
one or more cases of active pulmonary tu- 
berculosis has been detected In addition to 
these measures research is constantly being 
made on methods of improving ventilation 
and sanitation aboard ship Air condition- 
ing has, in some Instances, been tned The 
part of the medical officer in conducting 
this research and suggesting new methods 
of control is invaluable The Bureau of Medi- 
cine and Surgery welcomes suggestions from 
all personnel along this line which contribute 
to this end Accurate statistics and their 
analysis in the future will determine if the 
methods for the control of pulmonary tu- 
berculosis In the Navy are yielding results 

U S Naval Hospital 
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Organization News 


DR CHEVALTEB L JACKSON GUEST SPEAKER FOR CUBAN CHAPTER 



Reading from left 
to Tight 

Senator Dr Octavio 
Rivero, Governor , 
Dr Antonio Nava- 
rrete. Regent Dr 
Chevalier L Jack- 
son Guest Speaker, 
Dr Luis Ortego, 
President, Dr Gus- 
tave Aldereguia, 
President, Cuban 
Chapter 


Dr GhevaUer L Jackson, Philadelphia, 2) X-Ray Study of the Internal Relief of 


Pennsylvania, a Fellow of the American Col- the Respiratory Organs, Dr Pedro L Farinas, 
lege of Chest Physicians, was the guest demonstrating a new mucosographlc technic 


speaker at the meeting of the Cuban Chapter evolved by the author 

of the College which was held at the Medi- 3) The Bronchoscope and Its Role in Mod' 

cal School of the University of Havana, Tues- em Medicine, Dr Chevalier L Jackson 


day, April 14 In addition to Dr Jackson’s 
talk, the following program was presented 
and all of the papers were delivered in Span- 
ish supplemented by lantern slides and films 


4) Cases Illustrating different aspects of 
tracheobronchial diseases, Drs A Antonetti, 
J Gros, F J Menendez, P Hernandez, J G 
Arrazuria, R G Mendoza, R Meneses, A 


Dr Luis Ortega, presiding 
1) Introductory Speech, Dr Gustave Al- 
dereguia, President of the Cuban Chapter of 
the College 


Navarette 

5) Closing Remarks, Dr Antonio Navarette, 
Regent of the American College of Chest Phy- 
sicians 


OHIO CHAPTER HOLDS ANNUAL 
MEETING 

The Ohio Chapter of the American College 
of Chest Physicians held its annual meeting 
at the Neil House, Columbus, Wednesday, 
April 29 This meeting was held in con- 
junction with the annual meeting of the 
Ohio State Medical Association Dr William 
F Hulse, Cleveland, spoke on “The Otolaryn- 
gological Aspects of Tuberculosis ’’ 

The following officers were elected Dr 
David W Heuslnkveld, Cincinnati, President, 
Dr Norbert S Greene, Brecksville, Vice-Presi- 
dent Dr Joseph B Stocklen, Cleveland, 
Secretary-treasurer (re-elected) Dr Louis 
Mark, Columbus, Is the retiring President 


NEW JERSEY CHAPTER HOLDS 
ANNUAL MEETING 

The New Jersey Chapter of the College 
held its annual meeting at Haddon Hall, 
Atlantic City, Wednesday, April 22 The 
meeting was held in conjunction with the 
annual meeting of the New Jersey State 
Medical Society The meeting was called to 
order by Dr Joseph R Morrow, Ridgewood, 
President of the Chapter, and Dr Paul K 
Bornsteln of Behnar was appointed Secre- 
tary pro tern in the absence of Dr Charles 
I Silk, Secretary-Treasurer of the Chapter 
Dr Julian Johnston, Director, Department 
of Thoracic Surgery, Umversity of Pennsyl- 
vania Hospital, Philadelphia, gave an inter- 
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esting talk on “Total Pneumonectomy,” Illus- 
trated with pictures A brief outline' of his 
talk is presented 

A Indications for total pneumonectomy 

1) Carcinoma 

2) Bronchiectasis 

3) Multiple Abscesses 

4) Tuberculosis 

5) Benign Adenoma, not cured by broncho- 
scopy 

(a) Carcinoma 
Diagnosis must be early 
Bronchoscopy 
Aspiration Wopsy 
Exploratory incision 

(b) Bronchiectasis 

Pneumogram must be done with vis- 
ualization of all five lobes 

(c) Multiple Abscesses 

Refractive to drainage as an indica- 
tion 

(d) Tuberculosis 

StUl in the stage of evolution 

B Preoperative Care 

1) Bronchoscopic drainage with aspiration 
is essential in bronchiectasis 

2) In his twenty case reports he does not 
use a preoperative pneumothorax 

C Surgery 

1) Anesthesia 

2) CO washed out so that patient took no 
voluntary respirations 

3) No rib resections are done 

4) Negative pressure pneumothorax insti- 
tuted 

5) In any previous Infected case, a thoraco- 
plasty to obliterate the emphysema cavity 

6) To prevent postoperative pain, crushing 
of Intercostal nerves two to seven 

The discussion was opened by Dr M James 
Fine of Newark 

The Nommating Committee consisting of 
Drs Samuel B English, Glen Gardner, and 
Martin H Collier of Grenloch, presented the 
following names for officers 

Dr Joseph R Morrow,* Ridgewood, Presi- 
dent, Dr Clyde M Fish,* Pleasantville, Vice- 
President, and Dr Paul K Bornstein, Belmar, 
Secretary These officers were unanimously 
elected 

An expression of thanks was given to Dr 
Charles I Silk, the retiring Secretary-Treas- 
urer 

The Chapter voted to hold quarterly scien- 
tific sessions at various points throughout the 
state The first of these sessions will be held 
at the Bergen Pines Sanatorium It will be 
a luncheon meeting and a guest speaker will 
be Invited Members of the Chapter will also 
be Invited to present papers of scientific In- 
terest 

The Reception Committee for the National 
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Convention of the American College of Chest 
Physicians requested the cooperation of all 
the members of the Chapter and their pres- 
ence at Atlantic City, June 6-8 

‘Re-elected 


PENNSYLVANIA CHAPTER TO HOLD 
meeting at ATLANTIC CITY 

The Pennsylvania Chapter of the College 
will hold a short business meeting following 
the dinner of the American College of Chest 
Physicians, Monday night, June 8, at the 
Dennis Hotel, Atlantic City Tins meeting will 
be addressed by one of the officers of the 
College 

The President and Secretary of the Penn- 
sylvania Chapter have asked all members of 
the Chapter to make plans immediately for 
accommodations in Atlantic City Advance 
information suggests the possibility of a large 
attendance and in order to forestall any dis- 
appointments, this matter should be attend- 
ed to immediately The officers of the Penn- 
sylvania Chapter will be looking forward to 
seeing you In Atlantic City 


NEW YORK CHAPTER MEETINGS 

A symposium on diseases of the chest was 
arranged and sponsored by the New York 
State Chapter of the College and presented 
as a part of the scientific program of the 
New York State Medical Society meeting at 
the Waldorf-Astoria, New York City, April 
30 This session was one of the best at- 
tended of the whole convention Speakers 
were introduced by Dr Martin Marino, the 
presiding chairman of the General Sessions 
A resolution was introduced by Dr Melson 
Strohm, President of the New York Chapter, 
to hold a similar symposium at the coming 
meeting of the State Medical Society in Buf- 
falo This resolution was unanimously passed 
by the delegates of the New York State Medi- 
cal Society 

The annual election of officers for the New 
York State Chapter wlU be held at the Hotel 
Dennis, Atlantic City, on the evening of June 
8, foUowlng the annual dinner and smoker 
of the College It is hoped that every mem- 
ber of the New York State Chapter will at- 
tend the national meeting 
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Book Reviews 


rnr ADTONOraC NERVOUS SYSTEM An^my. 
^ phTdolory. and Surgical Treatment, by James O White, 
A^stant Professor and Tutor In Surgery, Har- 
r^rf^Medical School, and Reginald H Smlthwlck, 3ED , 
wr«tw in Surgery, Harvard Medlca^chooL Sec^d 
J^on 470 pages, 92 Ulustratlo^ Price 56 75 The 
jIacmIUan Company, New York, 1941 


This monograph which first appeared In 
1935 has been extensively enlarged and re- 
vised Those familiar with the first edition 
will find much new material in the second 
edition The experience of many individuals 
during the past six years in the surgery of 
the sympathetic system has been digested and 
many procedures which were still in the ex- 
perimental sUge when the first book was 
written have been critically evaluated in the 


present edition 

An interesting chapter on the historical de- 
velopment of our knowledge of the visceral 
nervous system has been included The 
anatomy, physiology, and pharmacology of 
the autonomic system are each given rather 
extensive treatment in separate chapters 
These do not serve as an adequate review 
of all experimental work bearing on this 
subject The material will probably be suf- 
ficient for the practitioner and surgeon and 
serves its purpose as an introduction to the 
clinical parts of the text Considerable more 
attention has been given to the physiology 
and treatment of visceral pain than the title 
might indicate A detailed discussion of 
methods of study in this field is included 

Part n of the book deals with the indi- 
vidual conditions m which ablations of the 
sympathetic system has been suggested 
These Include the effect on peripheral vas- 
cular disease, on bones and joints, and on 
a variety of conditions involving the head 
and neck, the heart and aorta, the lungs, 
the gastro-intestinal system, and the genito- 
urinary system are discussed in separate 
chapters An excellent chapter on the treat- 
ment of hypertension by sympathetic sur- 
gery is Included Developments In this field 
which have been particularly rapid during 
the past six years are discussed in detail and 
extensive bibliography is Included 

The short chapter on the lung discusses 
the early favorable reports of German, 
French, and Russian workers of S3rmpathec- 
tomy on bronchial asthma Recent work with 


larger postoperative periods of observation do 
not support this early enthusiasm The au- 
thors state that “sympathectomy cannot be 
recommended for this condition ” On the 
other hand total resection of the pulmonary 
vagal branches has more valid physiological 
backing They believe that a wider clinical 
trial to this operation is indicated They 
recommend “that as a preliminary to oper- 
ation the effect on vital capacity of a deep 
bilateral paravertebral injection with pro- 
caine should be determined ” 

Part m is concerned with surgical tech- 
nique The Illustrations, none of which are 
half-tones, are inferior to many available in 
the literature This section will, however, 
serve as a starting point for further reading 
in this phase of the subject 
The book is a well organized and relatively 
complete monograph of this rapidly growing 
subject There is much to commend it to the 
student of neurology, and the practitioner 
who is interested in the neurophysiological 
approach to problems of disordered visceral 
function and intractable pain It will serve 
even the most advanced student and ex- 
perimental worker as a source of much in- 
formation and its many references of great 
help for further study 

Robert S Dow 


THE BLOOD BANK AND THE TECHNIQUE AND 
THERAPEUTICS OF TRANSFUSIONS By Robert A. 
Klldnffe and Michael DeBakey Fp 558, with 214 Illus- 
tratloDs and one color plate. The C V Mosby Com- 
pany, St. Louis, 1942 

As the names of the authors and the chap- 
ter headings listed below would suggest, this 
book covers the ground Indicated by its title 
thoroughly and should be of value to any- 
one interested in the indications for blood 
transfusions, the technics of typing, match- 
ing, obtaining and storing blood or plasma, 
and in the methods of transportation and 
administration of blood or plasma trans- 
fusions 

The titles of the chapters in the order of 
appearance are History, Rationale, Indica- 
tions, and Contraindications, The Military 
Aspects of Transfusion, Special Types of 
Transfusion, Technique of Blood Typing and 
Compatibility Tests, Anomalous Blood Typ- 
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ing Reactions Their Nature, Causes, and De- 
tection, and Methods for Their Elimination, 
The “Universal Donor” and the “Universal 
Recipient”, The Blood Bank, The Changes 
Which Occur In Stored Blood, The Bio- 
chemical Changes in Stored Blood, The Op- 
eration of a Blood Bank, Plasma Transfusion, 
The Preparation and Preservation of Cltrated 
Plasma, The Preparation of Concentrated and 
Dried Plasma, Methods and Technique of 
Transfusion, Complications of Blood Trans- 
fusion 

At the end of each chapter is an extensive 
and well-chosen list of references It does 
not discuss, as do some books on the same 
subject, the heredity of blood groups, the 
medicolegal aspects of blood groupings, or 
the anthropologic distribution of blood groups 
A considerable number of different methods 
are described for each procedure, so that 
anyone using the book will find a choice from 
which he may select his method It might 
be desirable, in subsequent editions, to have 
a critical discussion of the advantages and 
disadvantages of each procedure Included to 
aid the physician in making his selection 
Special attention is given to the military 
problems that may arise in the use of blood 
plasma and blood transfusions The book is 
up to date, as is shown by the data on the 
Rh factor in blood transfusion reactions and 
erythroblastosis fetalis and of a description 
of the intramedullary transfusion technic 
The style, on the whole, is clear, but the 
authors show a fondness for big words where 
simpler words would be equally effective e g , 
ineluctable, exegetically, and on page 67, the 
use of the French “dernier resort" Instead of 
“last resort ” There are a few errors which 
are unavoidable in a first edition and will 
doubtless be corrected in subsequent editions 
Perhaps the most unfortunate of these is in 
the table on page 263, which is to illustrate 
the correct method of labeling of stored 
blood After a discussion of the Importance 
of the care and accuracy with which this 
should be done they record the blood group 
in the table as “B (n Moss)”, when, of course, 
it should be “B (m Moss)” 

On the whole, every laboratory doing much 
blood groupmg, everyone responsible for the 
operation of a blood bank or of a plasma 
collection service, and every physician giv- 
ing transfusions in civil or military practice 


win find the book of value 

Edwin E Osgood, MD 


IHOKACIC SUBGEBy by Charies W Lester AJB MD 
FACS Oxford Medical Outline Series, Oxford Uni- 
versity Press, 1941 Price $2 00 


This is a very timely book of particular 
value to general surgeons, medical students 
and aU physicians, as it presents, in outline 
form, the essentials of the anatomy and physi- 
ology of the thorax and its contents 
Anesthesia is discussed, as well as diseases 
of the chest waU, mediastinum, esophagus, 
pericardium, heart, pleura and lungs, with 
considerable space devoted to the surgical 
treatment of pulmonary tuberculosis 
The technique of oleothorax is not approv- 
ed I would suggest consulting an article on 
the same subject by the late Dr Ray W 
Matson, which appears in Goldberg’s “Clini- 
cal Tuberculosis ” 

Tuberculous pleurisy is given as a contra- 
indication for closed Intrapleural pneumo- 
nolysls If it is non-febrlle, it is not a contra- 
indication — neither is obliterative pleuntis, 
if contracting operable adhesions are respon- 
sible for premature limg expansion 
Another indication for the operation, not 
mentioned, is pressure phenomena, such as 
mediastinal displacement, downward pressure 
on liver or stomach (phrenic dyspepsia), — 
the result of high pressures necessary to main- 
tain a satisfactory collapse of the lung in 
the presence of adhesions The book is rec- 
ommended 

R C M 


NEWS NOTE 

A meeting will be held of the members of 
the College from the state of Maryland and 
the District of Columbia for the purpose of 
organizing a District Chapter of the College 
This meeting has been scheduled for the 
Hotel Dennis, Atlantic City, New Jersey, Mon- 
day, June 8, at 9 00 P M , in connection with 
the annual meeting of the College 

Dr Wm D Tewksbury, Governor of the 
College for the District of Columbia, wiU pre- 
side and Dr John H Peck, Oakdale, Iowa, 
Past President of the College, will address the 
meeting All members of the College from the 
state of Maryland and the District of Colum- 
bia are urged to attend this meeting which 
■will follow the annual Smoker of the College 
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e n i k Hospital 

3105 CABPEHTEH AVENUE 

DETHOrr MCHIGAN 

PHONEi TOWNSEND 8 1025 

An Institution Designed for the Proper Core of Tuberculous Pahenls at Moderate Rotes 

Thoroughly Equipped for the M^cal and Surgical Treatment of the Tuberculous 


FERDINAND CHENE. MJ3 Sup3rlntendtnl 


PORTLAND OPEN AIR SANATORIUM 

MILWAUKIE, OREGON 

A thoroughly equipped institution lor the 
modem medical and surgical treatment ol tu 
berculosis An especially constructed unit for 
thoracic surgery The most recent advances in 
pneumolysis applied to those cases demand 
mg this branch of intrathoracic surgery 


MODERATE RATES 

Descnptive Booklet on Request 
MEDICAL DIRECTORS 

Ralph C Matson MJ) & Marr Bisaallon M J) 
1004 Stereiu BuRdlng Ponlcmd Oregon 



THE A- L, MILLS STOGERT 


Southwestern 
Presbyterian Sanatorium 


ALBUQUERQUE. 
NEW MEXICO 


A well-eqmpped Scmatorium in the Heart of the 
Well Country. 

Write For Information and Rates 


MARYKNOLL SANATORIUM 



tMRRYKHOLL SBTCHS) 

MONROVIA. CALIFORNIA 

A sanatorium for the treatment of tubercu 
losis and other diseases of the lungs Lo- 
cated in the foothills of the Sierra Madre 
Mountains Southern exposure Accommo- 
dations are private, modem and com 
fortoble General core of patient is condu 
Give to mental and physical well being 

SISTER MARY EUWAHD Superintendenl 

E* V/ HAYES M.D McdJcol Dirsclor * 


When WTitInff prefl*^ mention DISEASES OF THE CHESl 
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Quick, Effective Pan -Vitamin Therapy 

REQUIRES HIGH POTENCY 

For Rapid Restoration of Vitamin Balance 


RECOMMENDED 

• In conToIeicMcs from pnaiunonla and InUnonia 

• In Irsabnonf of loborcnloiii fevors Infection*. 

• Preoporoffvo preparation and poetoperaflTo con 
Toleecenco 

• Pregnancy and lactation. 


-DOCTOR!- 


Each Capsule Contains Not Less Than 

VllarolnA 20 000 Unite 

Vitamin B, j om Mctogromi 


A-B-C-D-G 

Woeting and depleting dleeosat drain 
Titomin reeervoB retard conyaleicence 
ond moy mnlUpIy operaUre rielce with 
co^:ompllcatlvo arltaminoeoe To cor 
rect yilomln Imbalance rapidly and ef 
facUvoly proecribe VICAP FORTIOH. 

Eoch copsnle le a light proofed, her 
motlcolly loalod nnll at high potency 
multi vitamin* A B-C-D and G Including 
the B-Complex Admlnlelered by elngle 
copenle It doee not complicate other 
medication. 

A comparotlTa intpecBon with other 
vitamin formulae will lead yon to pre. 
scribe VICAP FOBTIOR. 

WRITE FOB UTEHATtlRE 

BIOCJIEMICAL RESEARCH LABORATORIES, 1S25 E. S3rd bl Chicago m. 


yiCAP-F0RTI0R<#2 



Vllaniin B, 

Co. Fostolhenalft. 

Pyridoxin 

KlcotincanJde 

Vllamin C_ 

Vitamin D 


IQQO 
Z50 
500 

15 MUligrmni 
500 Units 
. 2 000 UniU 


In Bottles of 30^0^100 Capsules 


PILLING INSTRUMENTS 


CHEVALIER JACKSON INSTRUMENTS 

FOB THE MOPEHN USE OF 

BRONCHOSCOPY 

IN THE THEATMENT OF TUBEBCOIOSIS AND OTHER CHEST DISEASES 

With the Increasing Interest In bronriiascopy for the treat 
ment el Torioui dlseoses ol the chest and lor diagnostic exom 
inatlDns we are prepared to submit lists according to the 
regnlrements of eanotoria and hospitals of various sires. 

FOR TUBERCIIIOSIS SANATORIA— One of the Important and 
comparatively recent development* ol bronchoscopy I* Its 
employment In tnbetculori* sanatoria lot which a spedm 
selection of Instrument* ha* been compUad. In the diagnosis 
and troatmenl ol tuherculoels bronchoscopy a* a ptoory or 
confirming method ol diagnosis 1* standard rontln# wlfli n^y 


coimnniJig mvuioa oj 

Inlamlsts specialising In condlBoiu ol the lung and also 
thoracic surgoomi 

PlUlng Made Bronchoicoplc E^pment is assembled lo 
to suit the regnlrement. ol hospR^ 

which only diagnosis 1* at 
tempted 

TO AVOID SUBSTITUTION 

To avoid substitutiou all order* 
and communications should he 
addressed to ui here at the 
factory thus sovlug deloy and 
substlfnaon of Incorrect model*. 

BBONCHOSCOPIC CATALOG 

Our 123 page catalog sent 
on request# 



GEORGE P 

ARCH S 23rd 


MADE AND SOLD BV 

PILLING 


& SON CO 

PHILADELPHIA 
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SANATORIA DIRECTORY 

rrr.^ ^r,r,ninrin llstcd iu this sccWoTi UTC among the finest private sanatoria in the United States 
The prep^ed to offer private, individual, specialized care to your patients 


CALIFORNIA SANATORIUM 
Belmont, California 


CHENIE HOSPITAL 

Detroit, Michigan 


KULA SANATORIUM 
Watokoa, Maui, T H 


LAUREL BEACH SANATORIUM 

Seattle, Washington 


LONG SANATORIUM 

El Paso, Texas 


MARYKNOLL SANATORIUM 
Monrovia, California 


MOUNT SAINT ROSE SANATORIUM 

St Louis, Missouri 


PALMER SANATORIUM 
Springfield, Illinois 


PORTLAND OPEN AIR SANATORIUM 

Mllwoukie, Oregon 


POTTENGER SANATORIUM & CLINIC 

Monrovia, California 


ROCKY GLEN SANATORIUM 
McCormelsvUle, Ohio 


ST JOHNS SANITARIUM 

Springfield, Illinois 


SOUTHWESTERN PRESBYTERIAN 
SANATORIUM 

Albuquerque, New Mexico 


SYCAMORE HALL SANATORIUM 

Brown Mills, New Jersey 


THE SAMUEL & NETTIE BOWNE 
HOSPITAL 

Poughkeepsie, New York 


THE SWEDISH NATIONAL SANATORIUM 
Englewood ©enver)' Colorado 
Modem Equipment — Moderate Prices 


MOUNT SAINT ROSE SANATORIUM 

9101 South Broadway St louhi Missouri 

A prirata tasatoriom fully equipped lor the modern medical and surgical treatment of Tuberculosis X Bay 

Fluoroscopo Pneumothorax, Fneumolrsls PhrenodomT and Thoracoplasty Special diets when reqvixed^ 

A Unit oi the St touls UnlYorstty Group ot Hospitals conducted by the Sisters ol St Mary 

MODERATE HATES 

JAMES L. MUDD MJ) ANDREW C. H EN SKE MJ> 

Chlel ol StoU and Thoradc Surgeon Medical Director 


Laurel Beach Sanatorium 


SEATTLE (On the Water Beacb) WASHINGTON 

A private sanatorium luUy equipped lor the modern treatment of Chest- Diseases X-Kay, Pluoroscope, 

Pneumothorax, Phrenectomy and Thoracoplasty Special diets when required private and semi-private 
rooms. Rates From $35 00 per week up, including mescal care 

FREDERICK SLTFIELD, MJ) JOHN E. NELSON, MJ) RAYJIOND E. TENNANT, MJ) 


WASni;VGTON 






"W/icrc Sunshine Spends the Winter" 

Rates $20 00, $22,50 and $25 00 per weelc 
Nur«s care and medical atlenOon Inrinded 
Also Apartments for light housekeeping 


THE 

Long Sanatorium 

Et PASO TEXAS 

AU BOOMS HAVE STEAM HEAT HOT 
AND COU) RUNNING WATER m 
ROOM. AND HAVE PRIVATE CLASSED 
IN SLEEPING PORCHES. 

All Recognized Treatments Given 
Write for Descriptive Booklet 
A. D LONG, BLD 
Medical Director 
T F OARBKET, BLD 
Associate Medical Director 










MEAD'S STANDARDIZED 
COD LIVER OIL 

High potency Biologiccdly assayed Fine Flavor 

Unifonn vitamin content 

Low in fatty acids CouncU accepted 

Not advertised to the laity 


Samples and hleroture sent on recpiesf of physicians. Please enclose professional 
card to cooperate in preventing samples reaching unauthorized persons. 

MEAD JOHNSON S COMPANY Evansmlle, Indiana, USA 


GENERAL INFORMATION PREPARATION OF MANUSCRIPTS 


OEIGINAL ARTICLES are published only with 
the nnderstandtnz (hat (hey are contrfbnted ex- 
oluilTely to this Jonmal Mannscrlpts offered for 
pnbUcatlon, correspondence relating to the editorial 
management and books for review shoald be sent 
to The Editor, DISEASES OF THE CHEST, 1006 
Stevens Balldlng', Portland, Oregon. DISEASES OF 
THE CHEST does not hold itself responsible for 
any statements made or opinions expressed by any 
contribator In any article published in Its columns. 
All manuscripts are Bubject to editorial modification 

ILLUSTRATIONS will bo supplied free of cost up 
to a certain number, but special arrangements must 
be made with the editor and publishers for excess 
tUnstratlons and elaborate tables. 

REPRINTS are furnished on order only and 
should be ordered of the publishers when galley 
proofs are snbmltted. Prices will be gnoted at that 
time. 

COPYRIGHT covers publication la DISEASES 
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Diseases of the Chest 

Extra pulmonary Non-Tuberculous Disease 
Complicating Pulmonary Tuberculosis 

EUGENE ROSENMAN, MX) , F A C C J* ‘ 

Duarte, California 


That non-tuberculous extrapulmonary dis- 
ease can occur in a patient having pulmonary 
tuberculosis is self-evident Yet, it appears 
that this possibility is quite often ignored m 
the differential diagnosis of extrapulmonary 
complications of pulmonary tuberculosis The 
mere fact that a patient has pulmonary tu- 
berculosis seems to be a sufficient excuse to 
label any extrapulmonary complication as 
tuberculous Too often hasty erroneous diag- 
noses of intestinal tuberculosis or tubercu- 
lous laryngitis are made merely because the 
patient happens to suffer also from pulmo- 
nary tuberculosis It is not intended here to 
minimize the Importance of considering ex- 
trapulmonary tuberculous complication in 
the differential diagnosis of such cases The 
writer merely wishes to stress the importance 
of considering also the possibility of non- 
tuberculous disease occurring in such pa- 
tients This possibility should be kept in 
mind even in cases of moderately or far- 
advanced pulmonary tuberculosis in which 
tuberculous extrapulmonary complications 
are more likely to occur In minimal pul- 
monary tuberculosis, and especially m arrest- 
ed cases, such secondary extrapulmonary tu- 
berculous complications are very rare Indeed, 
and in such cases non-tuberculous disease 
should be ruled out first in the differential 
diagnosis Three such cases simulating tu- 
berculous enteritis are presented here as a 
demonstration of the pitfalls in diagnosis one 
may encounter if this fact is not kept in 
mind 

Case I— K R , female, age 40 Admitted to 
the Los Angeles Sanatorium, Sept 25, 1935, 
complaining of diarrhea, vomiting and loss 
of 35 pounds weight over a period of two 
years Prior to admission, she was studied 
in another hospital where a roentgenogram 
of the chest revealed a “healed tuberculous 
lesion hi the left upper lobe,” and an ex- 
ploratory laparotomy revealed, according to 
the surgeon’s report, “tubercular enteritis in- 
volving especially the lower Ileum ” On ad- 


• Los Angeles Sanatorium 


mission, patient appeared markedly emaciat- 
ed (weight was 89 pounds) Physical examina- 
tion revealed nothing remarkable Roentgeno- 
gram of the chest revealed several small no- 
dules in the third anterior Interspace in the 
left side, apparently healed tuberculosis No 
sputum was available, since patient did not 
cough or expectorate Examination of feces 
for tubercle bacilU was negative Gastric 
analysis revealed total and free acid within 
normal limits Hemogram was normal, ex- 
cept for a mild mlcroc 3 d;lc anemia and an 
erythrocyte sedimentation rate of 41 mm in 
one hour Series roentgenograms with barium 
progress meal revealed a spasm of the termi- 
nal ileum A clinical diagnosis of non-spe- 
cific ileitis was made, and an exploratory 
laparotomy was performed This revealed a 
thickening of the terminal ileum over a dis- 
tance of two feet, and a proximal dilatation 
of the small bowel indicating a partial ob- 
struction No nodules were found on the peri- 
toneal surfaces The terminal ileum was re- 
sected and microscopic examination revealed 
subacute regional ileitis of unknown non- 
specific origin No evidence of tuberculosis 
was found Patient made an uneventful re- 
covery When last seen in 1939, she was well 
and working 

Comment — The roentgenologic picture hi 
this case was suggestive of intestinal tu- 
berculosis, viz , a defect m filling of the ter- 
minal ileum with retardation of passage of 
the barium meal proximal to the lesion This 
picture and the gross pathologic findings on 
laparotomy, as reported by the surgeon, could 
have led us to acquiesce in the original diag- 
nosis of intestinal tuberculosis, were it not 
for the fact that the pulmonary lesion was 
minimal and apparently healed The simi- 
larity in the roentgenologic appearance of 
Intestinal tuberculosis and non-specific Ileitis 
of Crohn Is weU known Weber' has pointed 
out the difficulty in differentiating between 
these diseases roentgenologically After (to- 
cussing some fine technical points as gul es 
in the differential diagnosis, he finally re- 
sorts to the importance of ascertaining the 
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presence or absence of active pulmonary tu- 
berculosis as an important aid Even the 
gross pathologic appearance of these tV70 
lesions is Indistinguishable Only the micro- 
scopic picture can be of help in ascertaining 
definitely which of these two conditions one 
is dealing with, and even this fails at times, 
as was noted by Schapiro 2 It appears, there- 
fore, that clinically, before laparotomy is 
done, the presence or absence of active pul- 
monary tubercidosis is the most important 
aid In the differential diagnosis between in- 
testinal tuberculosis and non-specific Ileitis 
of Crohn 

Case 2 — J S , male, age 44 Transferred to 
Los Angeles Sanatorium March 30, 1935, from 
another hospital with a diagnosis of tubercu- 
losis of the cecum He had been complain- 
ing of severe generalized cramp-like abdomi- 
nal pains, unrelated to time or Wnd of food 
Intake, since March 1934 Pain was associ- 
ated with anorexia, loss of twenty povmds of 
weight in six months, and chills and fever 
of 102 degrees F On admission, patient was 


acutely ill and appeared cachectic His weight 
was one hundred pounds The abdomen was 
distended but soft, and no masses were pal- 
pable There were no other abnormal find- 
ings on physical examination Chest roent- 
genogram revealed several calcified nodules 
in the apices of both lungs Hemogram 
showed hemoglobin 56 per cent, erythrocytes 
three million, leukocytes and differential were 
normal, erythrocyte sedimentation rate was 
19 mm in one hour Sputum was negative 
for tubercle bacilli and occult blood Widal 
reaction was negative Series roentgenograms 
of the gastrointestinal tract with a barium 
meal revealed evidence of some obstruction 
in the cecal region After a short stormy 
course of chills and fever of 102 degrees F , 
rapid loss of weight and recurring attacks 
of diarrhea, patient expired April 24, 1935 
Post mortem examination revealed healed 
tuberculosis of the apex of the right lung, 
primary scirrhous carcinoma simplex of the 
head of the pancreas with metastases into 
the retroperitoneal lymph glands and the 
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spleen, and few annular ulcerations in the 
lower duodenum and upper jejunum, prob- 
ably from tumor infarction No lesions were 
noted in the colon, cecum or lower Ileum 
Comment — The presence of calcified nod- 
ules in the apices of the lungs as demon- 
strated on the roentgen film apparently 
prejudiced the mind of the physician to 
make the erroneous diagnosis of tuberculosis 
of the cecum Certainly, the mere finding 
of obstruction in the cecum is insufficient 
evidence for such diagnosis A filling defect 
in the cecum may be encountered in any 
ulcerative lesion and is a common sign in 
carcinoma of the cecum In this particular 
case carcinoma of the cecum could have 
been considered a more likely possibility and 
a more nearly correct diagnosis, since the 
patient did have a malignancy in the ab- 
domen The true localization of the malig- 
nancy in this case was difficult indeed, since 
the patient had no jaundice and no pain or 
tenderness in the upper abdominal quadrant 
Case 3— S R , age 53 Has had pulmonary 


tuberculosis since 1929 He was a patient in 
the Los Angeles Sanatorium during the year 
of 1930 At that time a flbrocaseous involve- 
ment of the major portion of the right lung 
was foimd Sputum was positive for tubercle 
bacilli After the induction of therapeutic 
pneumothorax there was a marked improve- 
ment in the roentgenologic appearance of 
the chest and a conversion of the sputum 
Patient was discharged as an arrested 6ase, 
and in 1932 after the pneumothorax was dis- 
continued on the outside, there was at re- 
examination evidence of a marked fibrosis 
of the major portion of the right lung There 
were no changes noted on a recheck film 
taken in 1934 During all these years and 
until 1940 patient was well and active Dur- 
ing 1940 he noticed a gradual loss of weight 
which became more rapid in the last two 
months prior to his readmlsslon to the 
Los Angeles Sanatorium During those two 
months, he noticed also some increase in 
cough and a slight dyspnea on exertion But 
his chief complaint was a severe diarrhea 



Cose 


Figure III 

2 note few calcified nodules in apices of 

Ijoth lungs, especially the right apex 


Figure IV 

2— Film taken 6 hours after 
-TO meal Note filling defect in cecum ana 
nvn/yrt^inn C.nlOTi 
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of twelve bowel movements daily associated 
with mild abdominal postprandial cramps 
and a tenesmus He also noticed blood in his 
stools on a few occasions His examining 
physician recommended sanatorium care and 
he was, therefore, admitted to this institu- 
tion November 18, 1940 On admission, he 
was found to be undernourished, but not 
acutely Ul His weight was 122 pounds 
Roentgenogram of the chest revealed no 
change from his previous films, i e , there was 
marked fibrosis throughout the right lung 
Activity of the lesion was questionable Spu- 
tum was negative for tubercle bacilli Other 
laboratory findings of note were hemoglobin 
70 per cent, erythrocytes 4,250,000, leuko- 
cytes and differential within normal limits 
Examination of stool for occult blood was 
positive Series roentgenograms of the gastro- 
intestinal tract with a barium meal did not 
reveal anything remarkable A slgmoldo- 
scopic examination revealed a growth in the 
rectmn about 7 Inches from the anus Bi- 
opsy was performed and a grade n adeno- 
carcinoma was found on microscopic exami- 
nation 



Figure V 

wiarfced pbrosis throughout rig 
lung Activity cannot oc determined, from fil 


Comment — ^In this case a consideration of 
intestinal tuberculosis was more justifiable 
in view of the fact that the patient’s pul- 
monary lesion was far advanced However, 
according to the findings of Erickson,^ intes- 
tinal tuberculosis is uncommon after 4 years 
of pulmonary tuberculosis, 90 per cent of the 
cases of intestinal tuberculosis developing 
within 4 years of pulmonary tuberculosis 
These findings, coupled with the fact that 
this patient’s sputum has been negative for 
tubercle bacilli over a period of eight years, 
should have made one keep the diagnosis 
of Intestinal tuberculosis in abeyance and 
look for some other more likely cause for the 
patient’s symptoms 

Discus si 0 n — ^Extrapulmonary tuberculosis 
not secondary to a pulmonary focus of in- 
fection is very rare, the only exception be- 
ing bone and joint tuberculosis which often 
may be unassociated with any pulmonary 
focus, especially in case of the bovine ba- 
cillus infection All other extrapulmonary 
tuberculous infections are usually secondary 
to a focus in the lungs which may be latent 
or active This pulmonary focus may be eith- 
er the primary phase ("childhood type" 
or primary complex of Ranke) or the sec- 
ondary reinfection phase (“adult tsre”) In 
case of the former, the implantation into the 
extrapulmonary organs has taken place dur- 
ing the early generalization phase of Ranke, 
in the case of the latter, during the later 
generalization phase, or by direct contact 
with the infected sputum In the former 
case, the primary focus may be healed, while 
the extrapulmonary disease may become ac- 
tive and present the only manifestation of 
clinical tuberculosis in the body This does 
occur in some cases of genito-urinary tuber- 
culosis, also hi some of the human baciUus 
type of bone tuberculosis The great majority 
of the other extrapulmonary tuberculous in- 
fections, however, as well as a large percent- 
age of genito-urinary and bone tuberculosis, 
are associated with an active pulmonary 
lesion of the secondary phase, the implanta- 
tion of the tuberculosis having taken place 
either by direct contact with infected spu- 
tum or by the hematogenous or Isrmphogen- 
ous route Those taking place by the hemato- 
genous route are usually associated with a 
generalized activity and spread of the tuber- 
culosis, and do not present any diagnostic 
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difficulties It is the more insiduous infec- 
tions occurring by the direct contact with 
the infected sputum, e g , tuberculous laryn- 
gitis, tuberculous enteritis, tuberculous peri- 
tonitis (the latter is usually secondary to in- 
testinal tuberculosis), that often present dif- 
ficult problems in diagnosis Of these, the 
most common and most difficult problem is 
presented by intestinal tuberculosis for sev- 
eral reasons first, there are a great many 
diseases both inside and outside of the ab- 
dominal cavity that may give rise to intesti- 
nal symptoms, second, intestinal symptoms 
are quite common in patients with pulmonary 
tuberculosis, these symptoms being of a toxic 
or a neurogenic origin, third, intestinal tu- 
berculosis is the most common extrapulmo- 
nary tuberculous complication It is, there- 
fore, only natural that the physician should 
first think of intestinal tuberculosis when- 
ever a patient with pulmonary tuberculosis 
begins complaining of intestinal symptoms 
However, there are certain facts related to 
the pathogenesis and etiology of intestinal 
tuberculosis (as well as of many other extra- 
pulmonary tuberculous complications), which 
could be of great aid in their differential 
diagnosis It is a well established fact that 
chronic ulcerative intestinal tuberculosis is 
caused by direct infection of the intestinal 
mucosa by tubercle bacilli contained in the 
ingested sputum Whatever the predisposing 
factor for the pathogenesis of intestinal tu- 
berculosis may be, whether it be a preexisting 
Inflammatory change in the Intestinal wall, 
or a deficiency of certain vitamins in the 
diet, or trophic disturbances,'* or certain al- 
lergic or anergic states, there must be a 
direct infection of the Intestinal mucosa with 
sputum containing tubercle bacilli It is still 
a debatable question whether it is the num- 
ber of tubercle bacilli present on the spu- 
tum, or their prolonged contact with the in- 
testinal mucosa that is the important factor 
in the infection No one -will dispute, how- 
ever, that tubercle bacilli must be present 
in the sputum to cause the infection This 
brings us to another Important fact in the 
pathogenesis of Intestinal tuberculosis, -viz , 
there must be a degenerating ulcerative pul- 
monary lesion present, in other words, active 
pulmonary tuberculosis must be present The 
patient with a healed Inactive pulmonary 
lesion is very unlikely to develop tubercu- 
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lous enteritis As a matter of fact, even pa- 
tients with active pulmonary tuberculosis, 
but in the minimal stage, very rarely de- 
velop tuberculous enteritis In 575 cases of 
secondary ulcerative intestinal tuberculosis 
reported by Lawrason Brown,^ only 9 occur- 
red In patients in the mmimal stage In the 
same group studied, 291 occurred among pa- 
tients in the moderately advanced stage and 
275 among those m a far-advanced stage 
Since the clinical symptomatology of in- 
testinal tuberculosis simulates many non- 
tubercuious diseases of the intestines, and 
since the roentgenologic picture presents no 
pathognomomc findings, the presence or ab- 
sence of active pulmonary tuberculosis often 
remains the most Important aid in the dif- 
ferential diagnosis of such cases At least, 
we are justified in assuming that the com- 
plicating disease is not tuberculous, it the 
patient has an inactive, healed pulmonary 
lesion, or even if the lesion happens to be 
active but in the minimal stage This fact 
is often true in the case of other extrapul- 
monary complications With the exception 
of the very rare cases of primary extra- 
pulmonary tuberculosis, and with the excep- 
tion of the few cases in which Implantation 
has taken place during the primary phase 
of pulmonary tuberculosis and in which the 
primary focus may have become healed, the 
great majority of extrapulmonary tubercu- 
lous infections are secondary to active pul- 
monary tuberculosis Whether the implanta- 
tion into the other organs has taken place 
through the hematogenous route or by di- 
rect contact, the primary focus in the lungs 
must be active and usually moderately or 
far advanced The converse is, therefore, also 
true, namely if a patient ha'vlng inactive 
healed pulmonary tuberculosis develops an 
extrap'ulmonary complication, this complica- 
tion is most likely of non-tuberculous origin 
Summary— Three cases of extrapulmonary 
non-tuberculous disease simulatmg intestinal 
tuberculosis and occurring in patients with 
pulmonary tuberculosis are presented The 
Infrequency of extrapulmonary tuberculosis 
in cases of minimal pulmonary tuberculosis 
especially with mactive healed lesions is 
stressed, and the importance of considering 
the likelihood of non-tuberoulous disease in 
such cases is emphasized 

Los Angeles Sanatorium 
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Pulmonary Actinomycosis 

CHARLES J KOERTH, MX) , J M DONALDSON, JR , MD , and 
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Actinomycotic infection in man is com- 
paratively rare Lord' was able to find only 
65 cases in 122,408 admissions to the Massa- 
chusetts General Hospital while Sanford and 
Voelker," in 1925, were able to collect sta- 
tistics on 670 cases in the United States 
In 12,000 consecutive autopsies^ at Johns 
Hopkins Hospital, only eight of the deaths 
were found to be due to actinomycosis and 
of these only one was considered to be a 
primary pulmonary infection'' Of all cases 
of actinomycosis, 14 per cent are of the 
thoracic type The most common site of 
actinomycotic infection is the cervico-facial 
region in which 60 per cent of all cases oc- 
cur The majority of cases of actinomycosis 
reported have been in males 

Case Report 

P K , age 31, a housewife, was admitted 
to the Robert B Green Memorial Hospital 
on May 2, 1940, with the chief complaints 
of productive cough, and draining sinuses in 
the left chest, posteriorly She injured her 
chest in an automobile accident in November 
of 1939 The site of the injury became swollen 
and painful, and a lesion resembling a car- 
bimcle developed This lesion ruptured in 
February, 1940 Purulent material began to 
drain from the resulting opening and air was 
drawn into and expelled from this orifice 
■with each act of respiration The patient 
had lost much weight She had had per- 
tussis when three years old and epileptic at- 
tacks all of her life Her blood Wasserman 
had been positive since 1930 The family his- 
tory was irrelevant 

The physical examination upon entrance 


revealed an emaciated white female who ap- 
peared chronically ill The heart rate and 
rhythm were normal The thoracic muscles 
were wasted but equal expansion was observ- 
ed on both sides Dullness was present over 
the left chest, posteriorly, with rales in the 
base A broncho-pleuro-cutaneous fistula pre- 
sented several openings in the left chest wall, 
posteriorly The abdomen and extremities 
were negative The temperature was 98 6° 
Many pus cells and rare erythrocytes were 
present in the urine The erythrocyte count 
was 3,200,000, the leucocyte count was 44,- 
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• From the Woodmen of the World War Me- 

morial Hospital 


Fig 1 Numerous “sulphur granule^’ were found 
upon microscopic examination of sputum 
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700, hemoglobin 51 per cent, polymorphonu- 
clears, 93 per cent, lymphocytes, 4 per cent, 
monocytes, 1 per cent, eosmophUs, 0 per cent 
The Kahn was three plus, and the sputum 
was negative for tubercle bacilli, both upon 
direct exammation and culture “Sulphur 
granules” were found m the sputum upon 
examination of a “wet preparation” (Fig i), 
and culture of the sputum produced a growth 
of acid-fast actinomyces (Figs 2a and 2b) 

X-ray examination (Fig 3) revealed a 
moderate infiltration throughout the right 
lung, especially marked in the middle and 
lower lobes An area of Increased density was 
seen extending along the periphery of the 
left lung from the first interspace to the dome 
of the diaphragm 

On May 22, 1940, left thoracentesis resulted 
in the removal of 450 cc of fluid, the first 
portion of which was yellow in color while 
that removed at the end of the aspiration 
was tinged with blood This exudate was 
negative for tubercle bacilli Subcutaneous 
emphysema developed over the left chest and 
the upper portion of the abdomen on May 



Fig 2b A. giant colony grovm on Krainskp’s 
medium was irregular in outline and had a 
convoluted surface The organism was a pinkish 
inhite in color and produced a dark red pigment 
which diffused throughout the medium 


Fig 3 X-ray examination receded a f 
infUfration throughout the entire 
area of increased density was vresmt dlong tM 
periphery of the left lung from, the first inter 
space to the dome of the diaphragm 
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25, presumably from the puncture made when 
the chest was aspirated On May 30, 1940, 
under local anesthetic, a portion of the skin 
edge of one of the draining sinuses was 
removed for tissue study The pathological 
report given by Dr W V Knoll was as fol- 
lows “A ragged piece of tissue measiuing 
1 5 cm by 1 cm by 2 mm presented one 
epithelial surface while the opposite surface 
consisted of a firm rubbery grayish yellow 
structure A microscopic section stained with 
hematoxylin and eosin showed marked infil- 
tration of Inflammatory exudate with many 
neutrophils One giant cell was present but 
no fungus mycelia were found ” 

The patient ran a septic temperature rang- 
ing from 96° to 102 2° F , reaching 103 6° a 
day before her death which occurred on Jime 
4, 1940 A request for an autopsy was re- 
fused 1 

The actlnomyces was cultured on various 
media with the following characteristics not- 
ed On carrot infusion agar, colonies round, 
yellowish white adherent to the substrate, 
Sabouraud’s and Kialnsky’s agar, colonies 
round with Irregular edges ranging in color 
from yellow and pink to lavender with a 
dark brown pigment diffusing throughout 
the medium, on broth, surface growth with 
fine sediment Milk coagulated Gelatin 
liquified No gas production was noted in 
sugar broth cultures but acid was produced 
in dextrose broth 

Pulmonary actinomycosis may closely sim- 
ulate pulmonary tuberculosis in its clinical 
manifestations The onset of the disease Is 
gradual, with weakness, loss of strength and 
weight, and with the later appearance of 
productive cough The sputum Is usually 
mucopurulent and contains the “sulphur 
granules" characteristic of the Infection In- 
termittent fever, night-sweats, chills, he- 
moptysis, pain in the chest, emaciation, and 
anemia may be present With progression 
of the pathological process, involvement of 
the chest wall occurs with the formation of 
an abscess In an intercostal space This ab- 
scess will eventually rupture and form a 
draining sinus Physical examination reveals 
no signs characteristic of this disease Signs 
of infiltration are usually observed over the 
bases of the lungs, a fact which is an aid 
in distinguishing pulmonary tuberculosis from 
pulmonary actinomycosis However, if the in- 


volvement is not confined to the lower lobes 
of the lungs its similarity to tuberculosis 
Is increased Collections of pus may occur 
in the pleural cavity'® but usually the pleurae 
are sealed together by the Inflammation thus 
obliterating the pleural space Involvement 
of the ribs and sternum often occurs In the 
absence of erosion of the ribs there is no 
roentgen sign upon which to base a diag- 
nosis of actinomycosis 
The early lesions of pulmonary actinomy- 
cosis consist of a central area composed of 
poljTnorphonuclear cells and filaments of the 
ray fungus Surrounding this area is a ring 
of necrotic cells and cellular debris, while 
encircling this zone is another composed of 
typical granulation tissue Giant cells and 
endothelial cells may be present This dis- 
ease spreads by means of the direct conti- 
nuity of tissues and, imllke tuberculosis. Ig- 
nores anatomical boundaries ® 

Four types of pulmonary actinomycosis 
have been described 5 In the bronchitic type 
the infiltration is confined to the bronchi 
and Is characterized by the presence of pus 
and fimgl in the bronchi This tjTpe of lesion 
is probably the first stage of each Infection 
produced by inhalation of the organism The 
pneumonic type presents a picture resem- 
bling an ordinary bronchopneumonia in which 
the process spreads from the bronchi into the 
adjacent alveoli which are filled with pus 
As the lesion progresses, the alveoli first af- 
fected show an attempt at healing by the 
replacement of the inflammatory exudate 
with connective tissue, producing a fibrous 
nodule In other areas there is no produc- 
tion of fibrous tissue but the alveolar walls 
are eroded and small abscesses are formed 
Coalescence of these abscesses produce the 
large pulmonary cavities usually seen when 
the patient comes to post mortem In the 
pleuropneumonic form, the abscesses are 
large" and the Infection has Involved the 
pleurae The inflammation usually produces 
a pleurltis which obliterates the pleural space 
In some Instances collections of pus may ob- 
tain in the pleural cavity The pus often 
penetrates the chest wall and produces a si- 
nus in an Intercostal space, or a rib may be- 
come involved 9 '0 Perforation of the dia- 
phragm may also occur '5 As is readily 
seen, these three types are but successive 
stages of the same process The fourth type 
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is a metastatic process Isolated nodules are 
present throughout the limg parenchyma It 
is Questioned whether this type really repre- 
sents a blood stream dissemination!-* for these 
nodules are rarely found in the liver or kid- 
neys as would be expected in a metastatic 
process It is possible that these are in reahty 
due to a bronchogenic spread even though 
their relation to the bronchi cannot be dem- 
onstrated 

An absolute diagnosis cannot be made with- 
out isolating and culturing the organism or 
by finding the characteristic “sulphur gran- 
ules” in the sputum Culturing of the organ- 
ism is beset -with difficulties for, due to the 
slow growth of the actinomyces, it is often 
overgrown by organisms which are secondary 
Invaders The granules are not formed in 
rapidly progressing cases but only when there 
is a prolific production of connective tissue 
and their presence in the pus has been con- 
strued to be significant of considerable tis- 
sue resistance to the invading organism The 
“sulphur granules” may be sterile in cases 
of long standing and thus thwart an attempt 
to culture the organism 

Although long considered to be pathogno- 
monic of actinomycosis, the “sulphur gran- 
ule” has been found in pus from conditions 
entirely unrelated to actinomycosis Inspis- 
sated particles of pus may resemble the 
granule upon gross inspection but microscopic 
examination will reveal Its true nature 

There is no characteristic blood picture, 
however, there always occurs an elevation of 
the leukocyte count No specific agglutinins 
have been demonstrated in the blood serum 
of the patient 

Potassium iodide® ’* orally, in Increasing 
doses to the point of tolerance, has been 
used in the treatment of pulmonary actino- 
mycosis Lipiodol intratracheally and intra- 
muscularly!® have been used The roentgen 
ray has produced favorable results in the 
hands of some investigators Among other 
things used in the treatment of this disease 
are the internal administration of arsenic, 
copper sulphate, and oil of eucalyptus Spe- 
cific vaccines have been employed -with in- 
different results Surgical'2 removal of the 
Involved tissue has been productive of good 
results In many forms of actinomycosis but 
has not yielded striking results when em- 
ployed in the pulmonary type As evidenced 


by the multiplicity of the types of therapy 
suggested, there is no single satisfactory 
one 

Summary 

1) A case of pulmonary actinomycosis was 
presented in which the characteristic “sul- 
phur granules” were present in the sputum 
and from which an aerobic acid-fast actlno- 
mycets was isolated 

2) A brief discussion of the Incidence of 
pulmonary actmomycosis, its symptomatology, 
physical signs, roentgen picture, pathology, 
diagnosis, and treatment was offered for con- 
sideration 
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Ambulatory Bilateral Pneumothorax 

OREN A BEATTY, ME) * 

Glasgow, Kentucky 


The purpose in making this report Is two- 
fold (1) to show that bilateral pneumo- 
thorax is a practical and life-saving pro- 
cedure in ambulatory patients who cannot 
have sanatorium care, and (2) that it is a 
safe procedure when the technique employed 
Is extraordinarily careful 

Experience in treating tuberculosis in am- 
bulant patients gives rise to the opinion that 
it can be treated successfully and adequately 
when and If it is discovered early The early 
diagnosis of tuberculosis may eliminate the 
necessity of so many sanatorium beds, pro- 
vided there is the proper set-up and a quali- 
fied personnel for treating the ambulant pa- 
tient after the diagnosis is made Unques- 
tionably, there is a dire need for sanatorium 
beds in many states and it will be many 
years before this need is supplied, but with 
a set-up that has been described In a pre- 
vious paper' ambulatory treatment may play 
a great role in controlling tuberculosis until 
a hospital bed is available to every patient 
A large group of these unfortunate patients 
may have recourse to pneumothorax which, 
of all the surgical procedures used in the 
treatment of tuberculosis, adapts Itself more 
favorably to ambulatory treatment than all 
the others Pneumothorax should be utilized 
to the fullest extent where indicated and 
bilateral pneumothorax is a safe procedure 
In ambulatory patients 

Technique of Administration 

The success of ambulatory bilateral pneu- 
mothorax depends on the technique of ad- 
ministration It has been said that the com- 
plications and accidents of bilateral pneumo- 
thorax are more than twice those of uni- 
lateral pneumothorax What probably is true 

* Chest Clinic, T J Samson Community Hospital 

Glasgow, Ky ’ 


is that most of the complications and acci- 
dents of vmilateral pneumothorax are sub- 
clinical and may go unnoticed on account of 
the other uncollapsed lung, whereas, in bi- 
lateral pneumothorax the same complications 
and accidents develop with marked symptoms 
because of the lowered vital capacity due to 
both lungs being collapsed 
The usual choice of site is an interspace 
Just below the inferior angle of the scapula 
The skin and subcutaneous tissues are an- 
esthetized with 1 per cent novocain down 
to the parietal pleura The course of the 
anesthetizing needle goes by the upper bor- 
der of the rib and to the parietal pleura 
which may be infiltrated without puncturing 
it For the initial treatment an ordinary 
twenty gauge needle is used It is inserted 
slowly, firmly and directly with full control 
of its motion and without deflecting its course 
During the insertion of the pneumothorax 
needle the eye is kept on the manometer 
constantly because it is the most accurate 
indicator of the location of the point of the 
needle As soon as the least perceptible mo- 
tion of the water column is detected, the 
course of the needle is arrested If the pres- 
sure is negative and the oscillations free, the 
needle is held stationary and 50 cc of air 
is allowed to flow Into the pleural cavity, 
but if the oscillations are not free, the needle 
is gently pushed the smallest distance fur- 
ther and if still they are not free, the needle 
is removed and cleaned of water droplets, 
blood or pieces of tissue The process is then 
repeated and usually 250 or 300 cc of air is 
given during the first treatment In describ- 
ing the technique of the initial Insufflation, 
Packard, Hayes and Blanchet^ recommended 
the use of a blunt tipped needle When they 
thought the point of the needle was in the 
pleural space, the passageway between ♦ 
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needle and the manometer was opened to 
watch for fluctuations This passag^eway 
should be kept open from the beginning be- 
cause the manometer is as Important in the 
first insufflation, to tell you the location of 
the point of the needle, as at any subse- 
quent time This is particularly true in bi- 
lateral pneumothorax Alexander3 described 
the use of a blunt tipped needle m the 
initial insufflation but the connection be- 
tween the manometer and the pleural cavity 
is kept open so that it may be observed when 
the needle enters the pleural cavity He ad- 
vised guarding against the danger of the sud- 
den plunge of a dull needle 

Full control of a blunt tipped needle is al- 
most impossible and there is danger of punc- 
turing the lung It tears through tissues and 
on accoimt of the pressure needed to push 
through the tougher layers of tissue, it will 
often suddenly push into others before its 
course can be arrested Packard, Hayes and 
Blanchet^ described the “snapp” felt and of- 
tentimes heard in using the blimt needle 
Too much trauma is caused when there is 
this much resistance, whereas, with the sharp 
pointed needle there is very little difference 
in resistance of tissues and the course of the 
needle can be arrested at any point On 
account of the negative intrapleural pres- 
sure found in a free pleural space, it is not 
necessary that all of the lumen at the bevel 
of the needle be in the intra-pleural space 
in order to get oscillations When only a 
small part of the lumen is in the intra- 
pleural space there is not enough of the sharp 
point of the needle to lacerate the visceral 
pleura In case the pleura is adherent, pro- 
ducing less osculations, puncture of the lung 
in this case could not be serious The nega- 
tive intrapleural pressure found in a free 
pleural space keeps the passageway open at 
the lumen even if all of It is not in the 
pleural cavity because the change In nega- 
tivity Is only relative If the pressure were 
positive, then there might be a flap valve- 
like effect 

When refills on the two sides come simul- 
taneously, they are given at the same time 
No particular effort is made to have the re- 
fills for each side come on different days 
unless there is some unusual reason, but 
rather an effort Is made to give both re- 
fills on the same day when they fall close 
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together, because this saves the patient extra 
effort and expense if he has to come a long 
distance When both treatments are given 
simultaneously, it should be considered which 
side to give first If quite a reserve of vital 
capacity is present it does not matter which 
side IS refilled first If the vital capacity is 
low and one lung is completely collapsed and 
this collapse has to be maintained, then it 
is better to refill the completely collapsed 
side first The other side may then be pushed 
down short of the point of dyspnea if nec- 
essary The same technique as in the initial 
insufflation should be observed in subsequent 
refills 

Indications for Bilateral Pneumothorax 

The chief indication for this form of treat- 
ment is bilateral disease that is progressive 
in spite of bed rest It is more successful in 
the early cases before adhesions have formed 
It may be tried in the far-advanced bilateral 
cases, but in these adhesions are often en- 
countered In the far-advanced cases one 
lung may be completely involved and require 
a complete collapse Unless the disease Is lo- 
cated favorably for selective collapse in the 
other lung, an attempt to collapse the lung 
sufficiently may lower the vital capacity to 
the point of severe dyspnea Also, when one 
lung requires a complete collapse and a cav- 
ity is centrally located among the larger 
bronchi in the other it is difficult to col- 
lapse to the point of cavity closure because 
of the "tent pole” effect of the bronchi Ad- 
hesions that would not prevent closure of 
cavities in unilateral pneumothorax may do 
so in bilateral pneumothorax because pres- 
sure pneumothorax would produce its great- 
est collapse on the unadhered portion of the 
lung 

The Best Results may be obtained in the 
following types of cases 

1) Bilateral progressive diseases in which 
the lesion occurs in the upper lobes and to- 
ward the apex of each lung 

2) Bilateral progressive disease in which 
the lesion may be basal on one side and 
apical on the other, and 

3) Bilateral progressive disease which is yet 
of only moderately advanced extent 

The Poorest Results may be obtained In the 
following types of cases 

1) Extensive disease in one lung requiring 


112 



1942 


Diseases of the Chest 


complete collapse of the lung with a moder- 
ately advanced lesion in the upper lobe of 
the opposite side 

2) Extensive disease in one lung requiring 
complete coUapse with a root region lesion 
or cavity in the other lung 

3) Extensive disease In one lung requiring 
complete collapse with moderately advanced 
lesion in the upper lobe of the opposite lung 
with adhesions 

4) Adhesions In one or both sides prevent- 
ing cavity closure In one or both limgs 

5) Bilateral exudative tuberculosis 

Contraindications to Bilateral Pneumothorax 

There are no contraindications to bilateral 
pneumothorax more than the usual contra- 
indications such as senility, asthma, heart 
disease, emphysema and extensive disease 
It has been noted that the patients who re- 
quire complete collapse of one lung due to 
extensive disease respond more slowly to bi- 
lateral collapse A cavity that occurs near 
the root region of the good lung is diffi- 
cult to close when the opposite Ivmg has to 
be completely collapsed due to extensive dis- 
ease Refusal of the patient to completely 
stay in bed after the first few treatments is 
not necessarily a contraindication In fact. 
It may be an Indication, because this type 
of patient will be likely to have a progressive 
lesion 

Complications and Accidents 

There were one complication and two ac- 
cidents in these thirteen bilateral pneumo- 
thorax cases The complication was a bron- 
chopleural fistula with a tuberculous empy- 
ema in a patient who refused to stay in 
bed after the first few bilateral treatments 
He did well for several months untU he de- 
veloped and died of a tuberculous empyema 
and pneumonia The accidents were one spon- 
taneous pneumothorax and one massive col- 
lapse The spontaneous pneumothorax fol- 
lowed giving the initial bilateral treatment 
in the clinic and allowing the patient to re- 
turn home without a period of bed rest 
This lung was successfully reexpanded at 
home and the patient died over a year later 
of extension and progression of the disease 
The massive coUapse occurred in the right 
lung in a bilateral pneumothorax case on 
the operating table following a left phrenic 


crushing This plirenic crushing was done in 
order to close a cavity on the left that was 
strung lip by an adhesion When the massive 
collapse occurred, sufficient air was with- 
drawn from the left pleural cavity to relieve 
the severity of the dyspnea Later the mas- 
sive collapse cleared up but the cavity in the 
other lung has not closed and the patient 
is unimproved The third fatal case was the 
only negro on which this treatment was tried 
His disease seemed to progress more rapidly 
under bilateral pneumothorax The other 
nine cases have improved to a marked ex- 
tent under bilateral pneumothorax 

Discussion 

This report is based upon thirteen cases 
of bilateral pneumothorax This is not a 
large number of cases, but is a fair sized 
group of patients to be treated ambulatorily 
Strictly speaking, these patients are not truly 
ambulatory but they stay in bed at home and 
return at stated intervals for refills Most 
of them have stayed in bed well, but at least 
two have refused to stay in bed following 
discharge from the hospital and were truly 
ambulatory Many of the others to my knowl- 
edge took unreported privileges 

Most of these cases have had unilateral 
pneumothorax for a few months or longer 
before the bilateral pneumothorax was initi- 
ated In one patient there were only twelve 
days between the initial treatment of the 
two sides The refills may fall on the same 
or different dates for the two sides Only 
one patient was allowed to return home with- 
out hospitalization All the others were hos- 
pitalized one to two weeks during initiation 
of the bilateral pneumothorax Only one pa- 
tient was kept in the hospital as long as 
three weeks and this was the patient who 
had collapse of both Itmgs iiritiated only 
twelve days apart After leaving the hospital 
these patients returned to the clinic or to 
the office for refills 

It is difficult to compare the results in this 
group of bilateral pneumothorax cases with 
those of unilateral pneumothorax because 
this is a selected group of patients It Is a 
group in which unilateral pneumothorax was 
not sufficient and if bilateral pneumothorax 
had not been initiated, the results would have 
been 100 per cent unsuccessful, whereas in 
unilateral pneiunothorax all types of cases 
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are represented But m spite of this diffi- 
culty, a recent analysis' of cases, as previous- 
ly reported, showed the mortality rate in the 
unilateral pneumothorax cases to be 32 5 per 
cent and in the bilateral cases 30 per cent 

Before leaving the discussion it might be 
well to mention the effect of bilateral pneu- 
mothorax on the heart In fact, clinically 
no definite effect has been noted The few 
times dyspnea has been produced has ap- 
parently been due to a decreased breathing 
space and not to any pressure effect upon 
the heart With free pleural spaces bilater- 
ally there is likely to be no clinical effect 
upon the heart, but it is conceivable that a 
combination of adhesions with high intra- 
pleural pressures could produce an embar- 
rassing effect upon the function of the right 
side of the heart 

The statistics of these cases, such as cav- 
ity closure, sputum conversion, etc , have not 
been reported in detail because that was not 
within the purpose of this paper and this is 
too small a series of cases for reporting such 
statistics, but the table represents some es- 
sential facts concerning these patients It 
Is not too small a group to demonstrate that 
bilateral pneumothorax Is a safe and practi- 


cal procedure m ambulatory cases in experi- 
enced hands and may prove another weapon 
in fighting tuberculosis m a large number of 
southern states where sanatorium beds are 
not available for all tuberculous patients 

Conclusion 

in conclusion, three of thirteen bilateral 
pneumothorax cases are dead and one is un- 
improved All the others are improved or bet- 
ter The remarkable thing is that all thirteen 
of these patients would be either dead or 
terminal cases had It not been for bilateral 
pneumothorax, which was carried on ambu- 
latorily without sanatorium beds available 
Bilateral pneumothorax is a safe and practi- 
cal procedure in the ambulatory treatment 
of tuberculosis m trained hands 
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Diseases of the Chest 


Allergic Cough 

SAMUEL J PRIGAL, MX) 
Neio York., New York 


The respiratory tract- is the principal al- 
lergic shock organ Such diseases as sea- 
sonal hay fever, perennial hay fever (allergic 
or vasomotor rhinitis), and asthma have long 
been recognized and treated on an allergic 
basis Polyposis of the nasal mucous mem- 
brane' is considered to be an allergic phe- 
nomenon Recently, evidence has been pre- 
sented to prove that bronchiectasis^ is a late 
manifestation of a fairly common and un- 
recognized condition allergic bronchitis ^ It 
is the purpose of this contribution to de- 
scribe another condition, allergic in nature, 
involving the respiratory tract, namely, al- 
lergic cough 

This is usually a loud barking cough of 
such intensity and force (like the sneezing 
in hay fever) that it draws the attention of 
all within hearing radius It is paroxysmal 
in nature, relatively nonproductive, may last 
from a few minutes to hours or days, and 
defies analysis by the usual method of ex- 
amination Radiographic examination of the 
chest and examination of the sputum are 
negative Physical exammatlon of the chest 
is entirely negative The patient does not 
look or feel sick, the usual complaint is of 
an itchy, scratchy or rubbing sensation deep 
in the throat, and this Irritation reflexly leads 
to coughing spells 

Although allergic cough resembles the 
cough of the asthmatic m many respects, the 
two can be differentiated readily In the 
former the chest examination is negative 
In the latter, sibilant and sonorous rales and 
prolonged expiration are foimd Again, the 
asthmatic is dyspnoeic and usually complains 
of pressure over the sternum In allergic 
cough there is no obstruction to respiration 
and none of the other complaints 

The allergic nature of this cough Is char- 
acterized by certain phenomena common to 
all allergic diseases'* There is (1) the mark- 
ed familial history of allergy as weU as (2) 
history of past and/or concomitant allergic 
conditions such as urticaria, eczema, gastro- 
intestinal allergy, migraine, etc (3) Sensi- 
tMty to allergens are readily demonstrable 
by skdn testing (4) There Is therapeutic re- 


sponse to epinephrin and related drugs (5) 
The illness is periodic Contact with the al- 
lergens produces the cough, removal leads 
to periods of freedom (6) The sensitMty 
can be reduced by immunization with the 
allergen concerned, particularly if it Is an 
Inhalant 

Like the other allergic diseases of the res- 
piratory tract, particularly hay fever and 
asthma, the cases of allergic cough may be 
grouped into two categories — Seasonal and 
Perennial Some cases fall into both, as in 
hay fever and asthma The seasonal cases 
coincide ■with the pollens Positive but slight 
reactions are obtainable by intradermal test- 
ing with 1 per cent or 2 per cent solutions 
of pollen Weaker solutions are negative as 
a rule 

The perennial cases show positive reactions 
to such common inhalants as house dust, 
feathers and other animal danders, orris root, 
tobacco and pyrethrum Most of the positive 
reactions in the inhalant groups prove to be 
actual causative factors by clinical trial 

Although positive skin tests to foods were 
obtained, it was only rarely felt that this 
was of clinical significance A few cases to 
illustrate allergic cough are presented briefly 

Seasonal 

Case 1 — A S , male, age 54, was first seen 
January 11, 1937, complaining of a severe 
non-productive cough since August 1936, 
worse indoors, interfering ■with work and 
sleep One daughter has asthma, another 
gastrointestinal allergy 5 

Although his present cough dates back 
only a few months, he states that begin- 
ning -with the faU of 1915, he had a similar 
cough occurring each year late In August and 
ending ■with the frost, but gradually extend- 
ed into the winter months At no time did 
he have nasal symptoms suggestive of hay 
fever There was never any dyspnoea, wheez- 
ing, or difficulty in expiration Suspicious 
of tuberculosis, the Board of Health kept him 
under observation for a number of years 
Roentgenograms of the chest and the spu- 
tum examinations were performed repeatedly 


115 



Diseases of the Chest 


April 


by this agency, and by private physicians 
as well, and proved to be negative Exami- 
nation of the heart and lungs revealed no 
cause for the cough There was no evidence 
of an upper respiratory infection, post-nasal 
drip, or nasal allergy 

Intradermal testing gave positive test with 
ragweed (mixed), house dust, feathers, dog 
dander, wool, tobacco, pyrethrum, egg-white, 
corn, chocolate, coffee, tea, oats, tomato, cab- 
bage, English walnut and buckwheat Clini- 
cally, the patient proved to be sensitive to 
ragweed, house dust, pyrethrum, and buck- 
wheat 

The treatment consisted of immunization 
with house dust and ragweed and of the 
elimination of the other offenders Ephedrlne 
was given by mouth The results were start- 
ling After the first treatment the coughing 
spells were markedly reduced and the pa- 
tient was able to sleep through an entire 
night 

Further injections with dust and ragweed 
resulted in complete amelioration of the dis- 
tressing cough These injections were con- 
tinued throughout that winter and spring in- 
to the fall There were no symptoms dur- 
ing the ragweed season To date the patient 
gets only an occasional coughing speU al- 
though there has been no treatment since 
October 1937 

Comment — Allergy was suspected in this 
case because of the seasonal onset and oc- 
currence of the cough, the allergic family 
history, and the negative physical fmdlngs 
That this suspicion was justified is proved 
by the excellent results obtained through al- 
lergic investigation and treatment Although 
tobacco was not involved in the production 
of the cough, the positive test was signifi- 
cant because in the past year the patient 
complained of intermittent claudication, di- 
agnosed as thrombo-angltis-obliterans, which 
is considered by Harkavy® and Sulzberger^ 
to be a vascular allergic reaction Relief from 
the claudication was obtained by the cessa- 
tion of smoking 

Case 2 — ^E H , age 53, male, sought con- 
sultation on September 9, 1937, because of 
a severe and almost continuous dry cough 
three weeks in duration He recalled that in 
1935 he had a similar coughing spell which 
started about August 15 and lasted into early 
October It has been so severe and was so 


unresponsive to the usual medication that he 
had been referred to a hospital where x-ray 
and other laboratory studies had been made 
These proved negative With the onset of 
winter, his cough disappeared completely, 
only to recur in August 1936 The same oc- 
curred again in August 1937 The present 
cough was unassociated with any nasal symp- 
toms The family history was essentially neg- 
ative for allergy, except that a daughter was 
subject to mUd wheezing without dyspnoea 
As a young man, the patient suffered from 
severe headaches (migraine) 

Percussion, ausculation, and fluoroscopy of 
the chest were negative There was no evi- 
dence of nasal allergy or infection 
In view of the seasonal nature of the 
cough, the patient was tested intradermally 
with ragweed and found sensitive Other in- 
halant sensitivities included house dust, goat 
epithelium, fish glue, rabbit epithelium, cot- 
ton seed, tobacco and kapok Of these, kapok 
and house dust were considered of impor- 
tance His kapok pillow was enclosed in an 
ahergen-proof casing and treatment was in- 
stituted with both the house dust and rag- 
weed extracts Response was immediate and 
excellent The patient did not return for pre- 
seasonal treatment with the ragweed in 1938, 
but nevertheless had no return of similar 
symptoms In the fall of that year 
Comment — ^Here again the seasonal occur- 
rence of the cough and the allergic history 
(migraine) led to the correct diagnosis and 
treatment The cough follows the typical 
pattern of polUnosis, hay fever, and asthma 
Symptoms appeared about the fifteenth of 
August, gradually became worse and reached 
their zenith the first week of September, at 
the height of the pollen season 
A number of cases summarized below (see 
chart) showed their symptoms, during June 
and July when the grasses and plantain pol- 
linate (cases 3, 4, 5, 6, 7) No cases were 
seen which were sensitive to the pollens of 
the trees 

Perennial 

Case 3— Miss L K , age 33, was referred 
for an allergy examination in October 1936 
primarily because of urticaria On question- 
ing, she also suffered from a severe cough, 
12 years in duration It was perennial, but 
worse in the summer and fall, was non-pro- 
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ductive and was unassociated with any fever, 
night sweats, or loss of weight Repeated 
examinations, Including many radiographs 
of the chest and sinuses, were negative Trips 
to Florida and Arizona were of no avail A 
most thorough examination in a large diag- 
nostic clinic, Including bronchoscopy, was 
negative 

The family history was negative for al- 
lergy or tuberculosis In addition to hives 
and the cough, the patient was subject to 
severe attacks of migraine She was aware 
that pears, pumpernickel bread and carp 
produced hives She noted, also, that read- 
ing the colored comics or the rotogravure 
section of the Sunday newspapers made her 
cough spasmodically She coughed a great 
deal in the subways, night clubs and thea- 
tres The cough had been so severe as to 
mterfere with her profession — singing 

Skin testing showed a multiple sensitivity 
both to foods and inhalants (see chart) Rela- 
tive to the cough it was felt that positive 
tests to house dust, orris root, timothy, plan- 
tain and ragweed were significant, the pa- 
tient was given injections with the house 
dust, orris root and ragweed with slight re- 
lief of her symptoms For complete relief 
it was suggested that she refrain from the 
usage of perfume which she used in usual 
quantity, and that she abstain from visiting 
night clubs and theatres This she refused 
to do and she still coughs 

Comment — This case showed many mani- 
festations of allergy It was therefore im- 
portant to evaluate the role of allergy in the 
production of her cough The patient was 
sensitive to pollens and had seasonal exacer- 
bations of a cough which was always with 
her because of her sensitivity to house dust 
and orris root This simulates the pattern 
of behavior of many cases of asthma and 
vasomotor rhinitis 

A bronchoscopy which was performed to 
rule out the presence of a malignancy in 
the bronchi as the cause of the cough failed 
to record the nature of the mucous mem- 
branes A pale edematous mucous mem- 
brane would have been most convincing as 
to the role of allergy In the production of 
this severe cough 

Case 4 — J P , male, age 67, had a cough 
as long as he could remember It occurred 
in spasms, and was particularly aggravated 


by a dusty or smoky environment He had 
been advised by a physician to give up smok- 
ing several years ago, and noted a marked 
Improvement thereafter There was a return 
of the cough in June of 1937 in spite of 
complete abstinance from smoking, and he 
sought consultation 

The family allergy history revealed a 
brother who was asthmatic, a nephew and 
a niece who were asthmatic, a son who has 
vasomotor rhinitis The physical examina- 
tion showed the presence of emphysema and 
some scattered rales in both bases Occa- 
sional wheezing was heard Outside of an 
accelerated respiratory rate due to the em- 
physema, there was no evidence of the res- 
piratory distress of the asthmatic In view 
of the allergic background, the patient was 
skin-tested and found sensitive to house dust, 
tobacco, timothy, plantain, and rye His 
cough improved with treatment by injections 
of dust and the pollens He was advised to 
avoid smoky atmospheres and not to eat rye 
There was a return of the symptoms, but 
less severely m June 1938 No treatment was 
given The patient has also observed that 
the drinking of tea will make him cough 
He had been negative to tea by the intra- 
dermal testing ' 

Comment — Here we have a marked familial 
history of allergy which indicated the direc- 
tion for investigation The seasonal aggre- 
vatlon corroborated the impression that al- 
lergy was the basic cause of the cough The 
role of tobacco in this case is interesting 
The impression is that he is allergic to to- 
bacco smoke even though the intradermal test 
was negative 

Disciission 

Chronic cough is a problem with which the 
physician is constantly confronted In a re- 
cent analysis of the problem, Keyton» con- 
cludes that the most common causes of the 
chronic cough are an upper respiratory In- 
fection and the passive congestion resulting 
from cardiac failure He lists altogether about 
30 distinct causes of cough but does not men- 
tion the role of allergy Pendergrass,® in a 
similar study, also makes no mention of the 
role of allergy Taylor'® stresses In particular 
the need for Investigating the sinuses in de- 
termining the etiology of a persistent cough 
Wyllle," studying the problem of chronic 
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cough in children, mentions a cough of un- 
determined origin associated with colicky 
pains and mucous stools This may be on 
an allergic basis, In view of the newer knowl- 
edge of mucous colitis 

The role of allergy in the production of 
cough has been noted before Colmes and 
Rackeman'3 described two cases of allergic 
cough which they concluded was a forerun- 
ner of true bronchial asthma This, how- 
ever, has not been our experience Only one 
case described here developed asthma Clein'-* 
stresses the Importance of allergy as a cause 
of the frequent colds and chronic cough in 
children and refers to the earlier observa- 
tions of Piness and Miller '5 Kahn'® has de- 
scribed cases of cough on allergic basis and 
has even produced the symptoms experimen- 
tally by overdosing the patient with the spe- 
cific allergen He also feels that this is pre- 
liminary to asthma, periods of coughing al- 
ternating with periods of asthma He gets 
excellent results with anti-allerglc therapy 
The site of the allergic reaction is a moot 
question Kahn'« believes it to be in the 
trachea, and therefore labels his cases Al- 
lergic Tracheitis We can only conjecture at 
this time, not havmg seen the shock organ 
involved Our impression, however, is that 
the allergic reaction (edema of the mucous 
membrane) occurs deep in the throat, possi- 
bly involving the larynx This is concluded 
from the fact that many of the patients 
complain of an itchy, scratchy or tickling 
sensation in that region Also, periods of 
hoarseness is a rather frequent complamt 
It is the edema of the mucous membrane 
involved that reflexly causes the cough This 
is comparable to the itchy or tickling sen- 
sation in the nose of the hay fever patient 
which precipitates the sneezing spells 
It is well known that the entire respira- 
tory tract beginning with the nose and down 
to the terminal bronchioles is subject to aller- 
gic reactions, as witness hay fever involving 
the nose, asthma and allergic bronchitis in- 
volving the bronchial tree, and now allergic 
cough involving the respiratory mucous mem- 
brane between these two shock areas 
The so-called tobacco, or “smoker’s cough,” 
In many cases Is probably explicable on an 
allergic basis i e , allergy to tobacco and 
smoke Where other forms of allergy are 
present, the patient should be investigated 


from the allergic point of view before con- 
cluding that the mechanical irritation of the 
smoke is the sole factor in producing the 
cough Cases 4 and 12 show this clearly In- 
deed, many an asthmatic obtains some slight 
relief from smoking, indicating that the 
mechanical and chemical irritation of the 
smoke is not always a factor in the initia- 
tion of the coughing spells Where the pa- 
tient is ragweed- or pyrethrum-sensitive, the 
role of tobacco must be particularly investi- 
gated in view of the close biologic relation- 
ship of these weeds 

Conclusions 

1) A severe paroxysmal type of cough, un- 
responsive to ordinary treatment, is here de- 
scribed as a form of allergy 

2) The site of the allergic reaction (ede- 
ma) seems to be deep in the throat about 
the larynx 

3) The allergic cough resembles other al- 
lergic phenomena in that (a) It occurs in 
individuals with a marked personal and/or 
family allergic history (b) The patient 
shows skin sensitivity by testing with aller- 
gens (c) It responds therapeutically to im- 
munization vrith the specific offendeis and 
(d) it is periodic Exposure to the allergen 
produces symptoms Removal of the allergen 
relieves the symptoms 

4) Cases of allergic cough may be grouped 
into two distinct categories (A) Seasonal, 
(B) Perennial The seasonal cases are due 
to the pollens commonly causing hay fever 
and asthma Perennial cases are due prin- 
cipally to such inhalants as house dust, feath- 
ers, orris root, etc Foods play but a minor 
role in the production of this type of cough 

144 West 86th Street 
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The Road to Early Diagnosis 

J R PATTON, MD , FJLC CP * 
Ogdensburg, New York 


“A stitch In time saves nine ” 

No truer axiom could be applied to our 
program for the eradication of tuberculosis 
Definitely, early diagnosis with proper treat- 
ment means, in a great majority of cases, 
early recovery 

How shall we pave this road to early diag- 
nosis? This undertaking, in most instances, 
will be a commumty problem Adequate or- 
ganization of our official and unofficial health 
agencies is of paramount importance and 
must he undertaken with the idea of the 
correlation of these facilities If these agen- 
cies are not already m existence, then meas- 
ures should be taken to establish s^me 
It is presumed that in each locality, or 
at not too great a distance, there exists a 
sanatorium adequately equipped to treat tu- 
berculosis in ail of its forms, and where 
weekly or semi-monthly chest chnics are con- 
ducted, and to which the family physician 
may refer his patients In addition, the sana- 
torium should be equipped to conduct clinics 
at remote points at frequent Intervals for 
those who may not be able to come to the 
sanatorium 

Obviously, the larger cities, villages and in- 
dustrial centers should receive the benefit of 
more frequent visits by the cUnlc 
Apriori, it is quite evident that we cannot 
wholly depend on the patient coming to the 


• Medical Director, St Johns Hospital 


sanatorium, but we must take the facilities 
of our clinic to the patient 
Furthermore, all health activities should 
be under the guidance of a District State 
Health Officer and his staff Therefore, our 
two most important agencies in arriving at 
an adequate program for the control of tu- 
berculosis are the sanatorium and staff of 
the District State Health Office and staff 
One of the most outstanding links in a 
successfully welded chain of endeavor m our 
program is the family physician Only 
through his cooperation will our alms be 
achieved He must refer the patient to the 
chnic for special exammation and evaluation 
of findings Obviously then, the family phy- 
sician must show wlUmgness to accept our 
aid, he must be familiar with the “ear- 
marks” of tuberculosis, he must have a knowl- 
edge of the groups of individuals from which 
most tuberculosis results, he must be appre- 
ciative of the importance of examining, es- 
pecially, the adult contact members of the 
household The family physician should fa- 
cilitate the immediate hospitalization of ac- 
tive tuberculous individuals, he must lend aU 
aid in cooperating with the District State 
Health Officer and his staff of physicians and 
nurses in xmearthing the source of infection 
The physician duly and truly must report all 
his cases of tuberculosis and all deaths caus- 
ed by tuberculosis immediately 
In msiny commimities the Coimty Welfare 


120 



1942 


Diseases of the Chest 


Department is financially responsible for the 
care of tuberculous patients This depart- 
ment should be in close cooperation with the 
district state health office and the sana- 
torlmn, and be furnished with current in- 
formation regarding admissions of patients 
to sanatorliun and discharges 

The economic welfare of the patient’s de- 
pendents is of extreme importance since the 
care of a tuberculous patient is a Public 
Health charge and should not be the means 
of the pauperization of the family By the 
same token, to avoid manifest tuberculosis 
in an infected family, adequate means should 
be provided to keep the hospitalized member 
of the family free from mental stress, and 
the members of the family free from mental 
stress and impoverishment Thus, our county 
welfare organization will play an Important 
part in our program 

A standing Public Health Committee which 
acts in an advisory capacity to the county 
welfare department is a very desirable fac- 
tor 

How shall we educate the general public 
relative to the Importance of what the word 
tuberculosis means, what one should do to 
determine the existence of tuberculosis, and 
in general what is being done to eradicate 
tuberculosis, and what has been done in the 
past to control this disease? 

The way was made easier when, in 1903, a 
Danish postal clerk, Elnar Holboell, arrived 
at the idea of offering to the public the 
Christmas Seals to raise money to care for 
s ck children Later, in 1907, Miss Emily P 
Bissell of Wilmington, Delaware, introduced 
this method of fund raising for the control 
of tuberculosis in America This received, im- 
mediately, the official sponsoring of Doctor 
Edward Livingston Trudeau and his National 
Tuberculosis Committee 

At the present time, there are in the United 
States and its possessions over 2,000 state, 
county, and city tuberculosis associations 
Several millions of dollars derived from the 
sale of these penny stamps have contributed 
largely to financing ways and means of con- 
trolling tuberculosis and instituting proper 
legislative action Under the leadership of 
well qualified executive secretaries, educa- 
tional programs are continuously being car- 
ried on 

These organizations should be closely link- 


ed to the district state health office and 
the sanatoniun for guidance They should 
keep the public ever cognizant of the means 
of eradicating tuberculosis This may be done 
through newspaper publicity, meetings, talks, 
moving pictures, posters, window displays and 
radio broadcasts 

For the past several years the National 
Tuberculosis Association has Instituted an 
Early Diagnosis Campaign during the month 
of April They have worked in conjunction 
with official and unofficial health agencies 
in an educational manner to make the public 
tuberculosis minded, to educate them to the 
need of early discovery, and to the impor- 
tance of contacting their family physician 
for early examination and x-ray The County 
Tuberculosis Association, through its Speak- 
er’s Bureau, Is able to contact lay organi- 
zations such as Parent-Teachers' Association, 
City Clubs, Granges, and Service Clubs, thus 
seeming their cooperation in aiding the fight 
against tuberculosis 

Therefore, the work of the Tuberculosis 
Association in an educational manner is of 
definite importance in om efforts to discover 
tuberculosis in its inclpiency We are all 
aware of the value of health education in 
preventive medicine 

Where shall we look for tuberculosis’ On 
what groups shall we concentrate our ef- 
forts? Since tuberculosis leads in the cause 
of death in the age group from 18 to 35, 
we shall be ever mindful to mclude this 
group in our smveys 

May I, at this time, interject this state- 
ment Dming the past two years a majority 
of newly discovered cases of tuberculosis in 
om county have been in the 40 to 60 age 
bracket, with sporadic cases between 60 and 
74 It is quite evident that Improved methods 
of searching for the somce of infection is 
gradually bringing to light the so-called 
grandmother and grandfather tuberculosis 
spreaders, who have been undoubtedly, tor 
many years, disseminating infection and were 
thought to be suffering with catarrh, asth- 
ma or bronchitis 

Groups to Be Examined 

1) Obviously, adult household contacts will 
be the group from which om yield is most 
fruitful 

2) Those in low income and Indigent 
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bracket 

3) Workers In dusty industries, especially 
those exposed to free silica, such as potters, 
tool grinders, miners in hard rock, workers 
using sand for polishing, facing brick etc 
A majority of companies engaged in dusty 
industries include an x-ray of the chest in 
the examination for employment In St 
Lawrence County a number of early cases 
of tuberculosis have been diagnosed as a re- 
sult of this procedure When, and if all em- 
ployers follow this procedure, the discovery 
of early tuberculosis will be considered en- 
hanced 

4) Medical students, nurses, and hospital 
employees 

5) Draftees and trainees for war Industries 

6) University, college and high school stu- 
dents (those 15 years and over) 

7) We have just spoken of the necessity 
of including an x-ray examination of the 
chest as a part of the physical examination 
of all apphcants for employment It is Just 
as important to follow this procedure in mak- 
ing routine periodic examination of em- 
ployees Hospital workers, nurses and stu- 
dent nurses, interns and medical students 
should also receive the same type of med- 
ical supervision It is an established fact that 
medical supervision of this class of worker 
is, at present, inadequate and it is assumed 
in many instances that they have some sort 
of special immunity to disease, but on the 
contrary, their duties are quite arduous, they 
are often fatigued, they are often exposed 
unknowingly to tuberculosis (in general hos- 
pitals) and therefore are more susceptible to 
tuberculosis 

We now have knowledge that many cases 
of tuberculosis are admitted unknowingly to 
general hospitals In the general hospital of 
this city 19 cases of tuberculosis were dis- 
covered in 1940 by x-ray of the chest A 
considerable number of new cases of tubercu- 
losis have been yearly discovered by routine 
x-ray of the chest in a large mental hos- 
pital In this city It has been estimated by 
Dr Robert E Plunkett and Dr Edward Mikol, 
both of the New York State Department of 
Health, Albany, New York, that between 10 
and 20 per cent of tuberculosis deaths occur 
m general hospitals, furthermore, that 10 
per cent of adults admitted to general hos- 
pitals have clinical pulmonary tuberculosis 


On this basis, Drs Plunkett and Mikol re- 
ported that it Is estimated that more than 
40,000 unrecognized cases of tuberculosis are 
admitted annually to general hospitals in this 
country In two-thirds of these patients the 
disease could be discovered only by means 
of routine x-ray films of the chest In my 
opinion, even more tuberculosis could be 
found m the mental hospitals 

8) Physical examinations for insurance 
usually do not require an x-ray of the chest 
Heart examinations, blood pressure, urine ex- 
amination, eye examination, etc , all are pres- 
ent, but no x-ray of the chest In a number 
of Instances, in my own experience, individ- 
uals have developed tuberculosis within a 
year or so after having successfully passed 
an examination for life insurance Routine 
x-ray examinations in this group would ma- 
terially aid our endeavors to discover early 
tuberculosis 

9) It is quite essential that applicants for 
employment as teachers should have an x-ray 
examination of the chest, since they will be 
in contact with the minor age groups and 
In a position to dissemmate infection Inci- 
dentally, for the past several years the laws 
of New Jersey have made this examination 
mandatory 

10) Another group which should have spe- 
cial attention in our program is the expec- 
tant mothers We are all cognizant of the 
clinical course of tuberculosis when lighted 
up after delivery of the mother Quite often 
the progress of tuberculosis in these cases 
pursues a rapid course to a fatal termina- 
tion Therefore, an x-ray of the chest of the 
expectant mother is quite as necessary as 
the Wasserman Test 

Early discovery of tuberculosis in the ex- 
pectant mother and adequate treatment in 
many instances will allow her to give birth 
to a child with comparative safety 

We should enlist the cooperation of dis- 
trict and local health agencies, boards of 
education and physicians in stimulating the 
work in these groups 

An adequate case-finding program, includ- 
ing tuberculin testing and x-raying of posi- 
tive reactors or exclusive x-raying if funds 
are available with special attention to con- 
tacts, should be the method of choice To 
further enhance a tuberculosis survey, those 
In whom the x-ray demonstrated a consld- 


122 



1942 


Diseases of the Chest 


erable amount of tuberculous infection, but 
no manifest tuberculosis, should be persuaded 
to have the adult household contacts ex- 
amined, thus paving the way for the discov- 
ery of the source of the infection 

Our best single asset in the discovery of 
early tuberculosis is the x-ray One can see 
tuberculosis in many instances when one can- 
not hear it Research studies are constantly 
being made to lower the cost of the x-ray 

Apropos of the symptomatology associated 
with tuberculosis, there is no definite sjrnip- 
tom complex We all have a knowledge of 
the individual who outwardly appears to be 
in good health and may even be of the ath- 
letic or rugged type, but nevertheless may 
have tuberculosis It does not necessarily fol- 
low that an individual who has temperature, 
loss of weight, cough, sputum, fatigue, or even 
hemorrhage, has tuberculosis However, if any 
of these ssnnptoms do manifest themselves, an 
examination including x-ray of the lungs is 
in order 

Apropos of mass surveys and the use of 
the tuberculin test Old Tuberculin, Purified 
Protein Derivative or the Patch Test can be 
used With the use of Old Tuberculin, the 
expense Is somewhat lessened, but in any 
group, false reactions due to protein sensiti- 
zation will be seen, and in many instances, 
several dilutions should be used It is, there- 
fore, more desirable but more expensive to 
use the Purified Protein Derivative (PPD) 
and thus avoid these false reactions It has 
been my experience that the PPD Is very 
potent and should be used with due caution 
Avoid the use of the second strength when- 
ever possible In our surveys among high 
school, college, and university students, where 
one test is to be used, experience has taught 
us that one should use ten times the first 
strength dilution when making only one test 
This dilution was formd to be very satisfac- 
tory and no severe reactions resulted O T 
(Old Tuberculin) and PPD are used via the 
Mantoux or Intradermal method (between 
the layers of the skin) 

During the past several years the Patch 
Test has been widely used This consists of 
squares of tuberculin placed upon adhesive 
strips with a central square of control ma- 
terial and applied to the forearm or back 
(Vollmer Patch) A similar test, the Wolff 
Test, makes use of a pea-sized amount of 


tuberculm omtment and a similar amount of 
control material 

It must be kept in mind that positive re- 
actions to tuberculin often are delayed The 
reading is usually made at the 48th hour 
In any group some of the positive reactions 
will be seen at the 72nd hour or even the 
96th Therefore, if one reading is to be made, 
the 72nd hour should be the one of choice 

During a recent high school survey hi this 
county, the daughter of one of the superin- 
tendents of schools reacted positively to the 
test The x-ray revealed no manifest disease 
in the chest Last summer this girl developed 
symptoms referable to the abdomen Various 
diagnoses were made and finally an explora- 
tory operation was performed An active tu- 
berculous appendix was found By the same 
token and during the same survey a positive 
tuberculin test on a Junior in high school was 
the incentive for the x-ray and discovery of 
advanced adult type of tuberculosis It was 
known that this physician’s son had been in 
contact, for a number of years, with a tu- 
berculous mother He never acquiesced to 
the suggestion that an x-ray be taken of 
the chest Necessarily, all reactors in the high 
school group were x-rayed Thus was brought 
to light an advanced state of adult tubercu- 
losis This boy is now in a sanatorium 

It is the opinion of some authorities that 
tuberculin testing and x-raying of positive 
reactors should include children In other 
words, one can, in such a procedure, put the 
cart before the horse If the children show 
a large amount of tuberculous infection, ob- 
viously the first source of infection would be 
the family adult household contacts Thus 
the discovery of early adult type tubercu- 
losis might be further enhanced by this type 
of survey We have found in our work in this 
county that few individuals under 15 years 
have to be hospitalized for manifest pul- 
monary tuberculosis Those with active pri- 
mary type of tuberculosis infection, with 
modified sanatorium regime instituted at 
home, do very weU Therefore, as regards 
those under 15, it might be said that tubercu- 
losis does not present a serious problem be- 
tween the ages of 5 and 15 Prom birth to 
the age of 5 we might do well to check 
closely those who have become infected, es- 
pecially when the infection shows a tendency 
to become manifest disease This precaution 
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should be exercised, not because of the lung 
pathology per se, but because of the possible 
various comphcations such as a blood stream 
Infection (mihary type) with complicating 
meningitis or peritoneal mvolvement with fa- 
tal termination 

In making school, college, and university 
tuberculosis surveys — faculty, workers, and es- 
pecially food handlers, should be examined 
This group may give you a better jdeld of 
tuberculosis than the student body 
Naturally, one should frown upon whole- 
sale tuberculin testing This procedure does 
not constitute an adequate case-finding pro- 
gram We should direct our efforts, when 
using this test, to groups from which a fruit- 
ful yield of tuberculosis is to be expected 
The testing should be augmented by x-ray 
examinations of positive reactors, the x-ray- 
ing of those who are contacts and refused the 
test, and an adequate foUow-up program 
In making early surveys using the tuber- 
culin test, namely among nurses, medical stu- 
dents, and hospital workers, if the test is 
negative one year, and positive the following 
year, it is of extreme clinical significance 
In paving the road to early diagnosis, the 
essential stepping stones are forthwith sum- 
marized 

1) The organization of aU official and un- 
official agencies in one’s respective locality 


2) The institution of surveys to include 
those groups from which we can expect the 
most fruitful yield of tuberculosis 

3) Do not neglect the 1 to 5 years group if 
tuberculosis exists in the household 

4) Concentrate on the 18 to 35 age group, 
but do not neglect the 40 to 60 group 

5) The hospitalization of aU active cases 

6) The examination of adult household 
contacts 

7) Increased traveling clinics 

8) The examination and x-ray of individ- 
uals who are apparently ill but cause is un- 
certain 

9) Chest x-rays for aU life msurance appli- 
cants 

10) The x-ray of all pre-natals 

11) The education of the family physician 
to the importance of early x-ray 

12) The x-ray pt the chest of all appli- 
cants for employment with special attention 
to dusty Industries and routine periodic x- 
ray thereafter 

13) Routine x-rays of chest of patients ad- 
mitted to general and mental hospitals Also, 
routine periodic x-ray of all employees in 
these hospitals 

14) The contmuous concentrated efforts of 
all health agencies 

St Johns Hospital 


Organization News 


REPORT OF COMMITTEE ON MILITARY 
AFFAIRS 

Shortly after the declaration of war upon the 
axis nations by Great Britain, the American Col- 
lege of Chest Physicians, meeting in annual ses- 
sion at New York City, appointed a Committee 
on Military Affairs to coordinate the efforts of 
the chest specialists in this country and to ren- 
der whatever service they could as an organized 
body to the Surgeons General of the Army and 
the Navy, and to the country as a whole The 
committee was organized in Jime, 1940, with Dr 
Chas M Hendricks, El Paso, Texas, as chairman 
The other members of the committee were Drs 
Hugh A Kinghom, Saranac Lake, New York, 
Ralph C Matson, Portland, Oregon, Edgar Mayer, 
New York City, J WInthrop Peabody, Washing- 
ton, D C , Joseph W Post, Philadelphia, Pa , 
and Walter E Vest, Huntington, West Vlr^la 
The activities of this committee were reported 


at the Cleveland meeting of the College in June, 
1941, and the complete report was published in 
the October, 1941, issue of the Journal (Vol 
vn. No 10 1941 ) 

Dr Hendricks was reappointed as the Chair- 
man of this committee following the Cleveland 
meeting and the following new members were 
added Brigadier General S U Marietta and Com- 
mander Robert E Duncan Washington, D C , 
Drs Joseph C Placak, Cleveland, Ohio, and Ar- 
nold Shamaskln, Albuquerque, New Mexico 

The committee has been cooperating with the 
Subcommittee on Tuberculosis of the Committee 
on Medicine of the National Research Council, 
with the Surgeons General of the Army and 
Navy, and with the Committee on Medical Pre- 
paredness of the American Medical Association 
The letter reproduced on the editorial page of 
this issue of the Journal acknowledges the work 
accomplished in connection with the Committee 
on Medical Preparedness of the American Medi- 
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cal Association 

The information concerning the qualifications 
of Tuberculosis Soeciallsts furnished by the Col- 
lege to the Committee on Medical Preparedness 
of the American Medical Association is being 
turned over to the Procurement and Assignment 
Service which has been set up recently at Wash- 
ington under the direction of Major S F Seeley 
MC, U S Army This information wUl be at- 
tached to the data which the physicians are 
being asked to supply on a new questionnaire 
to be released shortly by the Procurement and 
Assignment Service 

This new questionnaire is not to be confused 
with previous questionnaires filled in by physi- 
cians The purpose of this new questionnaire will 
be to ascertain the place where each physician 
in the United States can best serve his country 
in the war effort It is important that every 
member of the College complete the question- 
naire and return same promptly If you do not 
receive a copy of the questionnaire, write to the 
Procurement and Assignment Service, 601 Penn- 
sylvania Avenue, Washington, D C , for a copy 

The Committee on Military Affairs of the Col- 
lege will continue to cooperate with all of the 
agencies previously established to aid in the war 
effort and with the Procurement and Assignment 
Service recently established 


NEW YORK STATE CHAPTER TO MEET 

The New York State Chapter of the American 
College of Chest Physicians will hold its annual 
meeting in conjunction with the meeting of the 
New York State Medical Society at the Waldorf 
Astoria Hotel New York City, on Thursday after- 
noon, April 30th 

A symposium on diseases of the chest spon- 
sored by the New York State Chapter of the 
College will be held before the General Assem- 
bly The following speakers will take part In 
the program 

Dr Edgar Mayer, New York City, who has 
been chosen as the recipient of the A Walter 
Suiter Lectureship of the Medical Society of New 
York This Lectureship is awarded to the out- 
standing speaker of the General Sessions The 
New York State Chapter is Justly proud to have 
one of its members and former President be 
selected as the outstanding speaker of the meet- 
ing Dr Mayer's presentation will be, “New As- 
pects of Pulmonary Tuberculosis and Their Sig- 
nificance In Medical Practice " 

Dr Eugene P Pendergrass, professor of Roent- 
genology, University of Pennsylvania Medical 
School and Director Department of Radiology, 
University of Pennsylvania Hospital Philadelphia, 
Pa , will present a paper on “The Role of the 
Radiologist in the Diagnosis of Lesions Involving 
the Respiratory Tract ” 

Dr Richard Overholt, Boston, Mass , formerly 
Director Department on Thoracic Surgery, Lahey 
Clinic, will present a paper on “Cancer of the 


Lung ’’ 

Dr Arthur Q Penta, Visiting Lecturer in the 
Department of Medicine, Temple University Med- 
ical School, Philadelphia, Pa , and Director of the 
Bronchoscopic Clinic of the Schenectady City 
Hospital, will present a paper on, ' The Role of 
the Bronchoscopist In the Diagnosis and Treat- 
ment of Diseases Involving the Bronchial Pul- 
monary Tract” 

The above mentioned papers wlU be given be- 
fore the General Assembly on the afternoon of 
Thursday, April 30, 1942, Waldorf Astoria Hotel, 
New York City The officers of the New York 
State Chapter sincerely hope that every member 
of the State Chapter will be in attendance 
Arthur Q Penta, Secretary 
New York State Chapter of the 
American College of Chest Physicians 


OHIO STATE CHAPTER TO MEET 

The Ohio State Chapter of the American Col- 
lege of Chest Physicians will hold its annual 
meeting at the Neil House, Columbus, Ohio, 
Wednesday, April 29 A luncheon will precede 
the meeting, which Is to be addressed by a 
speaker of note Election of officers for the 
coming year will be held The Ohio Chapter of 
the College meets Jointly with the Ohio State 
Medical Society 


PROGRAM OF THE TEXAS CHAPTER 
AMERICAN COLLEGE OF CHEST PHYSICIANS 
To Be Held 
MAY 11, 1942 

During the Texas Medical Society Meeting 
Rice Hotel at Houston, Texas 

Dr C M Hendricks, El Paso, Texas, President, 
Dr J B McKnlght, Sanatorium, Texas, Vice 
President, Dr C J Koerth, San Antonio, Texas, 
Secretary-Treasurer 

Afternoon Session — May 11, 1942 

Time 1 30 P M Room French Room, Rice 
Hotel 

1) Paper titled “Tuberculosis Tracheobronchi- 
tis,” Dr David McCullough, Sanatorium, Texas 
Discussion opened by Dr Henry Hoskins, San An- 
tonio, Texas 

2) Paper titled “Fungus Disease of the Lung,” 
Dr Alvls Greer, Houston, Texas, and Dr Henry 
N Gemoets, Houston, Texas Discussion opened 
by Dr Sam Thompson, Kerrvllle, Texas 

3) Symposium on Surgical Treatment of Tu- 
berculosis 

a) Paper titled “Post-Thoracoplasty Care, Scol- 
iosis, Pain and Rehabilitation,” Dr Robert Shaw, 
Dallas, Texas 

b) Paper titled “'Thoracoplasty,” Dr E W Coyle, 
San Antonio, Texas 

c) Paper titled “Interpleural Pneumonolysls,” 
Dr J Emerson Dailey, Corpus Christ!, Texas 
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Discussion on symposium to be opened by Dr 
Felix Miller, of El Paso, Texas 

4) Paper titled “Unusual Tumor of the Tongue,” 
Dr R G McCorkle, San Antonio, Texas 
Discussion opened by Dr A O Severance, San 
Antonio, Texas 

Open to all physicians who are mterested In 
Chest Diseases 

Evening Session 

May 11, Business Meeting and Election of Of- 
ficers, Time, 6 00 P M , French Room Rice Hotel 
Dinner will be served at evening session 
Guest speaker. Dr Ralph C Matson, Portland, 
Oregon, will present a paper titled "Thoracoplasty 
in Diagnosis of Intrathoracic Tumors ” 
Entertainment Committee 
“Dr Alvls E Greer, Chairman, Dr H Caplovitz, 
Dr Henry N Gemoets, Dr T R Jones, Dr F 
Hartman Kilgore, Dr Shaw McDaniel, Dr John 
R Phillips, Dr George Waldron, Houston, Texas 


INDIANA CHAPTER MEETS 
The Indiana Chapter of the American College 
of Chest Physicians held its midwinter meeting 
at Columbia Club, Indianapolis, on March 22, 
1942, at 2 00 P M 

The following program was presented 

1) Dr John V Thompson, Indianapolis, Ind , 
“Monaldi Procedure With Three Cases ” 
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2) Dr Paul Crimm, Evansville, Ind , “Parafine 
Apicolysls ” 

3) Dr M H Draper, Fort Wayne, Ind , “Allergic 
Lung Conditions ” 

4) Dr J V Pace, New Albany, Ind , “Diagnosis 
by Llpiodol ” 

5) Dr P H Becker, Crown Point, Ind , “Slllco 
Tuberculosis ” 

6) Dr H B Pirkle, Rockville, Ind , “Several 
Diagnostic Problems ” 

7) Dr J H Stygall, Indianapolis, Ind , X-Ray 
Conference 

The meeting was well attended by the Fellows 
of the College in Indiana and a number of guests 
were present which included Dr Paul A Turner, 
Louisville, Governor of the College for Kentucky, 
Dr Otto C Schlack, Oak Forest, Hlinols, President 
of the Illinois Chapter of the College, Dr John A 
Proffitt, Louisville, Kentucky, Thomas A Hen- 
dricks, Secretary of the Indiana State Medical So- 
ciety, and Murray Komfeld, Chicago, Executive 
Secretary of the College Dr James H Stygall, 
Indianapolis, Governor of the College for Indiana, 
presided at the business session and Dr Merlin H 
Draper of Fort Wayne, President of the Indiana 
Chapter, presided at the scientific program The 
next meeting of the Chapter will be held in con- 
nection with the annual meeting of the Indiana 
State Medical Society 


CORYLLOS 

THORACOSCOPE 

wM selj-c0nkmed 
and dlliafisjo/imen 


A stuidy portable instrument for the double cannula pneumonolysis technique, 
which adequately meets the requirements of the American surgeon The Coryllos 
Thoracoscope consists of telescope, two cannulae, light carrier, two extra lamps and 
sierilizable lighting cord The long and short cautery electrodes are equipped with 
^entllatlng shields which permit air circulation in the pleural cavity The self- 
contained cautery and light transformer obviates the necessity of purchasing rela 
tively expensive high frequency generators and transformers The 'instrument is 
contained in a polished, substantial walnut case with carrying handle A space is 
pio\ided foi the footswitcli whicli is included 

Supplemental y mstiumenis such as curved electrodes, flexible cannula, transillu 
minator and aspirating tube, biopsy specimen forceps, infiltration needle, etd aie 
also available for those who desire a moie elaborate armamentaiium 
Consult your dealer or write to us for literature 

Mamijactuicd and Gnaiantced by 


flifiicen GysToscopt mm, inc. 

1241 LAFAYETTE AVENUE !MONXi NEW YORK, USA 
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When writing please mention DISEASES OF THE CHEST 



C h e n i k Hospital 

3105 CARPENTEfl AVENUE 


DETBOIT MICHIGAN 


PHONE TOWNSEND 8 1025 


An Instilubon Designed for the Proper Core of Tuberculous Pahents at Moderate Rotes 

Thoroughly Equipped for the Medical and Surgical Treatment of the Tuberculous 

FERDINAND CHENIK MD Supanntendenl 


PORTLAND OPEN AIR SANATORIUM 

MILWAUKIE, OREGON 




FI™ 


A thoroughly equipped institution for the 
modem medical and surgical treatment of tu 
berculosis An especially constmcted unit for 
thoracic surgery The most recent advances in 
pneumolysis applied to those cases demand 
ing this branch of Intrathoracic surgery 

MODERATE RATES 

Descnphve Booklet on Request 




A L Mats SURGERY 


MEDICAL DIRECTORS 

Ralph C Matson MJ) , & Mart BisaiUon, MJ) 


1004 Stevens Building 


Portland Oregon 


Southwestern 
Presbyterian Sanatorium 


ALBUQUERQUE. 
NEW MEXICO 


A well-eqmpped Scmatonum m the Heart of the 
Well Country. 

Write For Information and Rates 


MARYKNOLL SANATORIUM 

1 (MAHYKNOU SISTERS) 

MONROVIA, CALIFORNIA 

' A sanatorium for the treatment of tubercu 

losis and other diseases of the lungs Lo 
cated In the foothills of the Sierra Madre 
Mountains Southern exposure Accommo- 
dahons are private, modem and com 
forioble General core of patient is condu 
cive to mental and physical vrell being 

sister MARY EDWARD SuperinlondenI 
E. V/ HAYES MJ3 Medical Dlredor 


S' ^ *21 x j 


ilte 
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STAY AT 7/„DENNIS 


The Dermis is the place to stay durmg the 
convention, Jime 6, 7, and 8 All Conven- 
tion sessions a\tII be held at the Dennis — ^md 
you can he on hand for every one of them 
But the Dennis has more to offer than 
convement location This big, ocean-front 
hotel IS really "a resort Anthm a resort” — 
Avhere you can combme pleasure Avatli the 
husmess of convention meetmgs 

You can sit hack and relav on the broad 


sim decks, m the solaria and luxurious 
pubhc rooms Or you can jom the gaiety on 
the hotel beach, take a dip m the surf, 
lounge m the cabana colony Other fea- 
tures mclude fine food, daily entertam- 
ment, game rooms, modem garage on the 
preimses 

Make your reservation today Rates are 
moderate Both American and European 
plans 


STAY OATER FOR tbe A M A Convention The Dennis is ngbl m tbe bcnrt of A M A 
Con\ention ncti\ities — nudiia} on tbe Roardnalk, just 3 sbort blocks from Convention RalL 


DENNIS 

A RESORT WITHIN A RESORT 
ON THE REACH AT 


cr^p^tlaittic C^dt 


Bush^tlncA 




I SANATORIA DIRECTORY 

ThP sanatoria listed in this section arc among the finest private sanatoria in the United States 
Th^ are prepared to offer private, individual, specialized care to your patients 

Information Regarding This Space 

Will Be Sent on Request 

PORTLAND OPEN AIR SANATORIUM 

Milwoukie, Oregon 

CALIFORNIA SANATORIUM 

Belmont, California ' 

POTTENGER SANATORIUM & CLINIC 

Monrovia, Colifomia 

CHENIK HOSPITAL 

Detroit, Michigan 

ROCKY GLEN SANATORIUM 

McConnelsville, Ohio 

KOLA SANATORIUM 

Wotokoa, Maui, T H 

ST. JOHNS SANITARIUM 

Springfield, Illinois 

LAUREL BEACH SANATORIUM 

Seattle, Washington 

SOUTHWESTERN PRESBYTERIAN 
SANATORIUM 

Albuquerque, New Mexico 

LONG SANATORIUM 

El Paso, Texas 

SYCAMORE HALL SANATORIUM 

Brown Mills, New Jersey 

MARYKNOLL SANATORIUM 
Monrovia, California 

THE SAMUEL & NETTIE BOWNE 
HOSPITAL 

Poughkeepsie, New York 

PALMER SANATORIUM 

Sprlngflald, Illinois 

THE SWEDISH NATIONAL SANATORIUM 
Englewood (Denver) Colorado 

Modem Equipment — Moderate Prices 


Laurel Beach Sanatorium 


SEATTLE (On the Salt Watcir Beach) WASHINGTON 

A private sanatorium fully ectuipped for the modem treatment of Chest Diseases X-Ray, Fluoroscope, 
Pneumothorax, Phrenectomy and Thoracoplasty Special diets VJhen required private and semi-private 
rooms. Rates Prom $55 00 per vreet up, including mescal care 

PREDERtCK SL’mELD, TiU) JOHN E. NELSON, MJD BAYhlOND E. TENNANT, JLD 






’ Where Sunshine Spends the Winfer“ 

Rates $20 00, $22,50 and $25 00 per week 
Norses care and medical attention Inclnded 

Atso Aparfmenfs /or light housekeeping 


THE 

Long Sanatorium 

EL PASO TEXAS 

AIL BOOMS HAVE STEAM HEAT HOT 
AND COLD HUNNING WATEH IN 
ROOM, AND HAVE PRIVATE GLASSED 
IN SLEEPING POaCHES. 

AU Recognized Treatments Given 
Write for Descriptive Booklet 

A. D LONG, M D 
Medical Director 
T F CARBREV, MJ5 
Associate Medical Director 
















